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Introduction 

Plan Document and Summary Plan Description 

This is the Plan Document for the Westinghouse Government Services Group Welfare Benefits Plan 
(which we will simply call the “Plan”), as applicable to the employees and former employees listed in the 
section entitled “Who Is Covered By This Plan” on page 1.  This is an “employee welfare benefit plan” 
under the federal Employee Retirement Income Security Act of 1974, as amended, (“ERISA”) and, in part, 
a “cafeteria plan” under the Internal Revenue Code of 1986, as amended (“Code”).  This document is also 
the Summary Plan Description (“SPD”) for the Plan.   

You will notice a number of capitalized words and phrases in this document.  These words and phrases 
are generally defined in Appendix B. 

Sponsor and Participating Employers  

The Plan is sponsored by Westinghouse Government Services Group (“Westinghouse”), whose address 
for the purpose of employee benefits is 4350 Northern Pike, Room 217C, Monroeville, PA 15146.   

Other related employers also participate in the Plan for the benefit of their employees.  These other 
employers are called “Participating Employers”, and they are listed in Appendix A, which is attached to 
this Plan.  Whenever we say “the Employer” in this document, we mean Westinghouse or one of the other 
Participating Employers – whichever one employs (or last employed) you. 

You will not be eligible to participate in the Plan if you do not work for an Employer listed in Appendix A.  
In addition, you will not be eligible to participate in the Plan if you work for an Excluded Unit. 
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Administrator 

The Plan is administered by the Plan Administrator.  Presently, the Plan Administrator is the 
Administrative Committee of Westinghouse Government Services Group, whose address is 4350 
Northern Pike, Room 217C, Monroeville, PA 15146, and whose telephone number for the purpose of 
employee benefits is (412) 374-3995. 

The Compensation and Benefits Staff of Westinghouse oversees the day-to-day administration of the 
Plan and can be reached at the address and telephone number listed above.  For handling claims on a 
daily basis, the Administrative Committee has the discretionary authority to interpret and apply Plan terms 
and to make factual determinations in connection with its review of claims under the Plan.  This 
discretionary authority is intended to include, but not be limited to, the determination of the eligibility of 
persons desiring to enroll in or claim benefits under the Plan and, with respect to the self-insured 
programs, the determination of whether a person is entitled to benefits under the Plan, and if so, the level 
of benefits.  The Administrative Committee reserves the authority to correct any errors that are made in its 
exercise of such discretionary authority including, without limiting any other remedy provided by law, 
seeking repayment of any amounts mistakenly paid to any person.  The handling of claims and exercise 
of this discretionary authority has been delegated to the Compensation and Benefits Staff. 

The Administrative Committee has the discretionary authority to perform a full and fair review, as required 
by ERISA, with respect to the self-insured programs, of each claim denial that is appealed by each 
claimant or his authorized representative.  See Chapter 9 for a more detailed discussion of the appeal 
procedures for the Plan.  The exercise of discretionary authority by the Administrative Committee or the 
Compensation and Benefits Staff shall be made on a uniform and nondiscriminatory basis among plan 
participants. 

Effective Date 

The Plan, as amended and restated in this document, is effective as of January 1, 2004.  As of that date, 
this restated and amended Plan entirely supercedes and replaces all prior plans, programs and policies (if 
any) providing benefits of the same type as the benefits set forth in this Plan. 

Plan Year 

You will see references to the “Plan Year” in this document.  The “Plan Year” is the calendar year. 

The Features 

This document contains a lot of information.  No one expects you to sit down and read it through.  
Instead, you will probably consult it when a particular situation arises, such as when you make your 
choices at annual enrollment, when you need a particular benefit, or when there is a change in your 
employment situation.  This document is designed to make it easy for you to find the information that you 
need.  In this section, we will show you how the Plan is organized. 

• Chapter 1.  The first thing you care about is getting into the Plan.  Chapter 1 describes who is 
eligible for the Plan and how to enroll. 

• Chapter 2.  Chapter 2 describes the flexible benefits feature, which constitutes a “cafeteria 
plan.”  It lists which of the Plan’s coverages are included under the flexible benefits feature. 
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• Chapter 3.  Chapter 3 explains the role of insurance with respect to some of the coverages 
included in the Plan. 

• Chapter 4.  The benefits that you are likely to use the most are the health care benefits.  
Chapter 4 describes the health care benefits one by one: medical coverage (which includes 
mental health and substance abuse treatment, prescription drug and vision coverage), dental 
coverage, the Health Care Spending Account, and the Employee Assistance Program. 

• Chapter 5.  Chapter 5 describes the short-term disability – called Accident & Sickness – and 
long-term disability benefit coverages that are available if you become disabled, either temporarily 
or permanently. 

• Chapter 6.  Chapter 6 describes the different types of benefits that may be available to provide 
support to your survivors if you should die.  These include basic life insurance coverage, group 
universal life (GUL) (group universal life is not covered by ERISA, but we are listing it here for 
convenient reference), additional/supplemental life insurance coverage, and dependent life 
insurance coverage. 

Chapter 6 also describes the accidental death and dismemberment benefits that are available 
through insurance coverages: basic accidental death and dismemberment (AD&D), business 
travel accident, and personal accident for yourself and your family. 

• Chapter 7.  Chapter 7 describes other benefits.  These include the Day Care Spending 
Account and Long-Term Care. 

• Chapter 8.  So far, the Plan will have given you an understanding of how to get into the Plan 
and how to take advantage of the different benefits when the time comes.  Your last concern may 
be how changes in your employment situation effect your participation in the Plan and your 
benefit coverages. 

Chapter 8 has the answers.  In Chapter 8, we examine various changes in your employment 
situation one by one and describe how each coverage is affected.  The changes in employment 
situations include Leave of Absence, Total Disability, Voluntary Quit, Involuntary Termination, 
Furlough, Layoff, Permanent Job Separation, death and retirement. 

• Chapter 9.  When the time comes to take advantage of your benefit coverage, you need to 
know how to claim the benefit.  And if your claim is denied, you need to know how to file an 
appeal.  Chapter 9 provides all of that information. 

• Chapter 10.  Finally, Chapter 10 contains additional provisions, including technical and legal 
provisions that you may never need to refer to.  At the very end, though, it does include the 
Statement of ERISA Rights, a statement prepared by the U.S. Department of Labor to alert you to 
your rights under the Employee Retirement Income Security Act of 1974, as amended (ERISA). 
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Chapter 1 – Participation 

Who is Covered by This Plan 

This Plan covers all employees of the Employer, including employees covered by collective bargaining 
agreements, and certain other individuals, who are: 

• Full-Time Employees, that is, employees who are regularly scheduled to work more than 
32 hours per week for an Employer; and 

• Part-Time Employees, that is, employees who are regularly scheduled to work between 
24 and 32 hours per week for an Employer. 

This Plan also covers Full-Time Employees and Part-Time Employees who are: 

• on an approved Leave of Absence, including Total Disability; ** 

• on Furlough; ** or 

• who are Laid-off.** 

The Plan further provides coverage for former Full-Time Employees and Part-Time Employees: 

• who are Permanently Separated; ** 

• who work for a Successor Employer; ** or 

• who are Totally and Permanently Disabled.**  

Finally, this Plan provides coverage for survivors of Full-Time Employees and Part-Time Employees. ** 

** Special provisions relating to coverage for these statuses are described in Chapter 8. 

For the rest of this document, those persons are referred to as “eligible employees” or sometimes just 
“you.” This Plan does not cover Casual Employees, or employees in Excluded Units, which are employee 
groups specifically excluded from coverage under this Plan. Also, an individual hired through a temporary 
agency, a contract or any other arrangement who is not listed as an employee on the Employer's payroll 
records is not an eligible employee under the Plan. This rule applies even if a court or administrative 
agency determines that the individual is a “leased employee” under the Internal Revenue Code, or is an 
employee under common law or other legal standards. (See Appendix A for a list of Participating 
Employers and Appendix B for a definition of Casual Employee.) 

A separate document constitutes the Plan for retirees and their dependents who are eligible for coverage 
under the retiree portion of the Plan. Together, both of these documents constitute the Plan. 

Who Are Your Eligible Dependents 

Participants in the Plan may also enroll their Eligible Dependents in those coverages that provide benefits 
to dependents. Your Eligible Dependents are defined in Appendix B. 

In addition to these general eligibility rules for participation in the Plan, individual benefit coverages of the 
Plan may impose additional eligibility requirements to participate in that particular coverage. Any 
additional eligibility rules are described in the chapter regarding that particular coverage itself. 
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How To Enroll 

Participation in the Plan does not begin until you actually enroll. If you are a new hire, you are eligible 
for all of your health and welfare benefits (all the benefits listed in this document, as applicable to your 
employment status) on the first of the month following 30 days of continuous employment, except for 
business travel accident insurance coverage, which begins on the first day of employment. This period 
from your date of hire until your participation begins is the Waiting Period. 

Newly hired employees – including rehired employees and transferred employees – will receive an 
enrollment kit from the Westinghouse Benefits Center. The date by which you need to enroll – 31 days 
from the date the kit is generated - is printed on the Enrollment Notice included in the kit. You complete 
your enrollment and make changes to your benefit elections due to qualified family status changes via the 
Your Benefits Resources™ Web site, which you can access through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse. 

When Your Participation Begins 

New Hires If you complete your enrollment within 31 days of the date your enrollment notice is generated, 
generally your participation begins as of the date on which you became eligible. If you are not 
actively at work on your eligibility date for any reason unrelated to your health status, enrollment 
is postponed until you are actively at work. For Health Care and Day Care Spending Accounts, 
your participation begins with the first pay period beginning after you enroll. (Please note: If you 
do not enroll in Group Universal Life, Dependent Life Insurance Coverage, or Long-Term 
Disability Coverage within the initial 31-day enrollment period, you will be required to complete 
a statement of health in order to be enrolled for that coverage, even if you enroll in these 
coverages during the 30-day grace period listed below.) 

If you do not enroll within the initial 31-day period, you have an additional 30-day grace period 
during which to enroll. If you enroll during the grace period, your coverage will become effective 
on the first of the month after you enroll.   

If you do not enroll by the end of the 30-day grace period, you will be enrolled in Employer-
provided coverages only - Basic Life and Accidental Death & Dismemberment (AD&D), 
Business Travel Accident, Accident & Sickness (A&S) Benefit Coverage, and the Employee 
Assistance Program (EAP). 

Please note: In order to assure compliance with various legal requirements, enrollment in the 
Plan is governed by the provisions set forth here in the Plan, regardless of the provisions of any 
insurance contract. That is to say, while the insurance carrier might be willing to accept you 
under the insurance contract at other times (as set forth in a booklet issued by the insurance 
carrier describing the insurance contract), this Plan alone governs when and how you may 
enroll in the Plan. 

There are several exceptions to the general rule about when your participation begins (listed 
below in this chart). In addition, there are a few exceptions to the general rule about when your 
participation begins that apply only to the health care coverage section of the Plan. These 
exceptions are listed on page 7 under “Changing Your Choices.” 

Your service as a Casual Employee (see definition of Casual Employee in Appendix B) will not 
count toward satisfying the Waiting Period. 

http://ww.mybenefitsdirectory.com/westinghouse
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Rehires If you are involuntarily separated and are rehired within 12 months of separation, and you 
complete your enrollment within 31 days of the date your enrollment notice is generated, your 
participation generally begins as of the date on which you became eligible.  You are eligible for 
coverage on the first day of work, if you previously met the Waiting Period. Otherwise, you are 
eligible for coverage on the 1st of the month after 30 days of continuous employment from your 
rehire date.  For Health Care and Day Care Spending Accounts, if you complete your 
enrollment within the initial 31-day period, your participation begins with the first pay period 
beginning after you enroll.  (Please note: If you do not enroll in Group Universal Life, Dependent 
Life Insurance Coverage, or Long-Term Disability Coverage within the initial 31-day enrollment 
period, you will be required to complete a statement of health in order to be enrolled for that 
coverage, even if you enroll in these coverages during the 30-day grace period listed below.) 

If you voluntarily quit, are rehired, and complete your enrollment within 31 days of the date your 
enrollment notice is generated, your participation generally begins as of the date on which you 
became eligible.  If your rehire date is within 30 days of your termination of employment, you 
are eligible for coverage effective on the first day of your return to work, if you previously met 
the Waiting Period. If your rehire date is more than 30 days from the date of termination, you 
are eligible for coverage on the 1st of the month after 30 days of continuous employment from 
your rehire date.  For Health Care and Day Care Spending Accounts, if you complete your 
enrollment within the initial 31-day period, your participation begins with the first pay period 
beginning after you enroll.  (Please note: If you do not enroll in Group Universal Life, Dependent 
Life Insurance Coverage, or Long-Term Disability Coverage within the initial 31-day enrollment 
period, you will be required to complete a statement of health in order to be enrolled for that 
coverage, even if you enroll in these coverages during the 30-day grace period listed below.) 

If you are rehired after an Involuntary Separation or voluntary quit, and you do not enroll within 
the initial 31-day period, you have an additional 30-day grace period during which to enroll. If 
you enroll during the grace period, your coverage will become effective on the first of the month 
after you enroll.  If you do not enroll by the end of the 30-day grace period, you will be enrolled 
in Employer-provided coverages only - Basic Life and Accidental Death & Dismemberment 
(AD&D), Business Travel Accident, Accident & Sickness (A&S) Benefit Coverage, and the 
Employee Assistance Program (EAP). 

If you are a retiree and are rehired as an active employee, you will receive the benefits in effect 
at that time for active employees and cannot continue to receive retiree benefits. If you 
subsequently Retire again, you will receive the retiree benefits in effect at the time of your 
subsequent retirement. 

Transfers If you transfer to an Employer from an Excluded Unit or from a Parent Company, and you 
complete your enrollment within 31 days of the date your enrollment notice is generated, your 
participation generally begins as of the date on which you became eligible.  You are eligible for 
coverage on the first day of work with the Employer if you had previously met the Waiting 
Period with the Excluded Unit or the Parent Company.  For Health Care and Day Care 
Spending Accounts, if you complete your enrollment within the initial 31-day period, your 
participation begins with the first pay period beginning after you enroll.  (Please note: If you do 
not enroll in Group Universal Life, Dependent Life Insurance Coverage, or Long-Term Disability 
Coverage within the initial 31-day enrollment period, you will be required to complete a 
statement of health in order to be enrolled for that coverage, even if you enroll in these 
coverages during the 30-day grace period listed below.) 

If you do not enroll within the initial 31-day period, you have an additional 30-day grace period 
during which to enroll. If you enroll during the grace period, your coverage will become effective 
on the first of the month after you enroll.  If you do not enroll by the end of the 30-day grace 
period, you will be enrolled in Employer-provided coverages only - Basic Life and Accidental 
Death & Dismemberment (AD&D), Business Travel Accident, Accident & Sickness (A&S) 
Benefit Coverage, and the Employee Assistance Program (EAP). 
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When Your Participation Ends 

Your participation in the Plan ordinarily ends when you are no longer actively employed by the Employer, 
you otherwise cease to meet the eligibility requirements, or you cease to make the required contributions 
for coverage. Cessation of active employment includes any separation from active work (for any reason, 
whether voluntary or involuntary, permanent or temporary), except that cessation of active employment 
does not include vacation or holidays. If a particular coverage includes any additional eligibility 
requirements, your participation in that coverage ordinarily ends when you cease to meet the eligibility 
requirements for that coverage. 

We say “ordinarily,” because there are several possible exceptions. These exceptions are listed in 
Chapter 8 of this document. Any such specific rule takes precedence over the general rule described 
here. 

If you are a retiree who is covered by the Plan and are rehired as an active employee by any of the 
Participating Employers under the Plan, or by any participating employers under the Westinghouse 
Electric Company Welfare Benefits Plan, you will receive the benefits in effect at that time for active 
employees and cannot continue to receive retiree benefits. If you subsequently Retire directly from active 
service as a Full-Time Employee with a Participating Employer again, you will receive the retiree benefits 
in effect at the time of your subsequent retirement, if any. 

When Your Dependent's Participation Ends 

Of course, your dependents cease to participate in the Plan if you cease to participate in the Plan. But a 
dependent's participation also ceases if the dependent no longer meets the eligibility requirements for 
dependents. Here are some specific rules for dependents: 

• Coverage for a spouse ceases on the first day on which the individual ceases to qualify as 
an eligible dependent under the Plan. 

• Coverage for an eligible dependent child ceases on the child's 21st birthday unless the 
child is enrolled as a full-time student in a recognized course of study or training, and 
otherwise meets the definition of an eligible dependent.  In addition, for a child who is a 
full-time student –  

• Coverage ceases on the dependent child's 25th birthday. 

• Coverage ceases on June 1 of any year if you do not certify a dependent age 21 or 
over as a full-time student during the annual full-time student certification solicitation for 
that year. 

• If earlier, coverage ceases on the first day on which the dependent is no longer a full-
time student, including graduation or other loss of full-time student status before the 
child's 25th birthday. 

Choices Available When Participation Ends 

When participation ends, the following options may be available to you, your spouse or your dependent 
children: Company Continuation, COBRA and conversion. These alternatives are described in Chapter 4 
(in the “Continued Coverage Under COBRA” section on page 30) and in Chapter 8, “How Changes in 
Your Employment Situation Affect Your Participation in Your Benefit Coverages” on page 52. 
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Certificate of Creditable Coverage 

If you leave the Employer and join the group health plan of a new employer, and the group health plan of 
the new employer contains an exclusion or limitation for pre-existing conditions for some period of time, 
you may be entitled to credit under the plan of the new employer for the time when you were covered by 
the health care coverage of this Plan.  The Plan Administrator is responsible for giving you a certification 
of your “creditable coverage”: 

• when you cease to be covered under the health care coverage of the Plan (ignoring 
continued coverage under COBRA), and 

• if you choose continued coverage under COBRA, when your COBRA coverage ends, and 

• thereafter, upon request, for up to two years. 

“Creditable coverage” includes waiting periods and affiliation periods (both as defined in the law) and the 
period of your continued coverage under COBRA (if any). 
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Chapter 2 – The Flexible Benefits Feature 

Introduction 

The flexible benefits feature of the Plan offers you the opportunity to choose among a variety of benefits 
that are offered, as well as choose different levels of coverage or different coverage options in some 
benefits.  The following coverages of the Plan are included in the flexible benefits feature: 

• medical coverage (including mental health and substance abuse treatment, prescription 
drug and vision coverage), 

• dental coverage, 

• additional/supplemental life insurance coverage, 

• personal accident insurance coverage for yourself,  

• the Health Care Spending Account, and 

• the Day Care Spending Account. 

The flexible benefits feature constitutes a “cafeteria plan” under section 125 of the Internal Revenue 
Code. 

Each year, at annual enrollment, you can go on-line to the Your Benefits Resources™ Web site, which 
you can access through ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse, to see 
the benefits included in the flexible benefits feature and the other choices that are available to you, as 
well as the cost to you for each option.  Under the Westinghouse benefits program, each benefit option 
has a price. Prices vary depending on your choice of Coverage Category and in some cases, your pay or 
age.  If you are an active Full-Time Employee and you elect to opt out of medical coverage under the 
Plan and to be covered as a dependent under your spouse’s coverage, you will not be covered by a 
medical coverage option under the Plan, but you will receive additional taxable income in your paycheck; 
this option is not available, however, if you are an active Full-Time Employee and you are married to 
another Full-Time Employee or Part-Time Employee. 

If you are receiving pay, your contributions for medical, dental, additional/supplemental life insurance, 
personal accident insurance coverage for yourself and the Health Care and Day Care Spending Accounts 
are taken from your pay on a pre-tax basis. Contributions for group universal life, personal accident 
insurance coverage for your family, dependent life insurance coverage and long-term disability benefit 
coverage are taken from your pay on an after-tax basis. The advantage of Pre-Tax Contributions is that 
you are not subject to federal income tax or Social Security tax (FICA) on the amount of any pay 
reduction. 

Please note:  Under the current Social Security system, when 
you Retire and claim Social Security benefits, your benefits are 
based on the earnings on which you paid Social Security 
taxes. Using this Plan to reduce the earnings on which you 
pay Social Security taxes may reduce the earnings that the 
Social Security Administration uses to compute your Social 
Security benefits. Most people feel that saving FICA taxes now 
is worth much more than the potential reduction in Social 
Security benefits at retirement, but we want you to be aware of 
the situation so that you can make up your own mind. 

http://www.mybenefitsdirectory.com/westinghouse
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Making Your Choices 

The choices you make during annual enrollment last for a whole Plan Year at a time. (In the year when 
you first sign up, they last for the rest of the Plan Year.)  This means, for example, that if you leave the 
Plan and come back before the end of the same Plan Year, you cannot change the choices that you 
made during annual enrollment unless you have one of the special circumstances described in the 
following section.  If you leave the Plan and come back after the end of that Plan Year, a new enrollment 
will be necessary. 

Reviewing Your Confirmation Statement 

After you make your choices during annual enrollment, and following any changes that you make to your 
choices as a result of a change in status (as discussed below), you should review your Confirmation 
Statement through the Your Benefits Resources™ Web site, which you can access through 
ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse.  The Confirmation Statement is 
a report of your health and welfare benefit elections under the Plan that shows the benefit options you 
elected and the cost for those elections.  

You should review the Confirmation Statement after annual enrollment to be sure that your choices were 
recorded correctly, as the elections shown on your Confirmation Statement will be in effect until the next 
Plan Year, unless you have a change in status, as described below. 

Similarly, you should review the Confirmation Statement after you make a change to your elections as a 
result of a change in status, as the new election will be in effect until the next Plan Year, unless you have 
another change of status in the same year. 

Changing Your Choices 

Because of the tax benefits to you, you can not change your choices in the middle of a Plan Year except 
in one of the circumstances listed below.  In addition, any change that you make must be on account of 
and consistent with the change of circumstance.  You may not change your elections under the 
Health Care Spending Account during a Plan Year, even if you satisfy one of the circumstances 
listed below. 

The Compensation and Benefits Staff has the authority to determine whether any change you make in 
your elections is consistent with your change of circumstance.  In addition, the Compensation and 
Benefits Staff has the authority to request evidence, such as a copy of a marriage certificate or divorce 
order, to establish that you, your spouse or dependent has experienced a change in status. 

http://www.mybenefitsdirectory.com/westinghouse
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Changes in health plan enrollment 

You may change your health coverage choices in accordance with your special enrollment rights: 

• If you choose not to enroll in health care coverage under the Plan when you are first hired because you have other 
health coverage (for example, COBRA coverage from a previous employer or coverage as a dependent under your 
spouse's health insurance), you may enroll in the Plan's health care coverage whenever that other coverage ends 
(for example, you exhaust all available COBRA coverage or you are divorced) or if Employer contributions toward 
that other coverage are terminated.  This exception applies separately to you, your spouse, and each dependent.  To 
get special enrollment under this exception, you must go on-line to the Your Benefits Resources™ Web site, which 
you can access through ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse, to enroll within 
31 days after the other coverage ends.  Enrollment is effective on the date the other coverage ends.  

• If you are eligible to participate in the Plan (regardless of whether you have actually enrolled) and you get married, 
then you or you and your new spouse may enroll if you are not enrolled by going on-line to the Your Benefits 
Resources™ Web site, which you can access through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse and selecting the appropriate prompts.  As long as you enroll or you 
were already enrolled, you may also enroll your new spouse and/or any new dependents.  Enrollment is effective as 
of the date of the marriage if you enroll in the Plan's health care coverage at any time up to 31 days after your 
marriage. 

• If you are eligible to participate in the Plan (regardless of whether you have actually enrolled) and a child is born to 
you or you adopt a child (including placement for adoption), then you (if you are not enrolled) or your spouse or the 
child, or any combination (if you are enrolled) may enroll in the Plan's health care coverage at any time up to 31 
days after the birth, adoption or placement for adoption by going on-line to the Your Benefits Resources™ Web site, 
which you can access through ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse and 
selecting the appropriate prompts.  The enrollment will take effect as of the date of the birth, adoption or placement 
for adoption.   

If you have a new child, even if you are enrolled in coverage for Employee Plus Two or More Dependents at 
the time of birth, adoption or placement for adoption, you must still enroll the child in the Plan’s health care 
coverage within 31 days of the birth, adoption or placement for adoption for the child to have coverage as of 
the date of birth, adoption or placement for adoption. 

If you do not go on-line to the Your Benefits Resources™ Web site to enroll in coverage within the 31-day period specified 
in one of the above paragraphs (i.e., following the loss of other coverage, marriage, birth or adoption of a child, or 
placement of a child for adoption), you will still have an additional 30-day period to call the Westinghouse Benefits Center to 
report the event and enroll in coverage. However, if you enroll during this additional 30-day period, your coverage will 
become effective on the first of the month after you call the Westinghouse Benefits Center at 1-800-890-3600, rather than 
on the effective date described above.  Thus, for example, if you do not call to enroll a newborn child in coverage until the 
45th day after the child's birth, coverage will be effective on the first of the month after you call the Westinghouse Benefits 
Center, rather than on the date of the child's birth. 

Significant change in health coverage by third-party provider 

If health coverage that you have chosen is provided by an independent, third-party provider and is significantly curtailed or 
ceases, you may choose instead any other, similar coverage that is available under the Plan (prospectively only, of course).  
For this purpose, withdrawal of a major hospital system from a PPO, or a substantial decrease in the number of doctors 
participating in the PPO, may be considered a significant curtailment of coverage.  The Plan Administrator makes the 
determination whether health coverage is significantly curtailed.  A significant change in health coverage does not entitle 
you to drop health coverage altogether.  You must make any change to your health coverage by going on-line to the Your 
Benefits Resources™ Web site, which you can access through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse, and selecting the appropriate prompts within 31 days of the significant change 
in coverage by the third-party provider.  The change will be effective on the first day of the month after you contact the 
Westinghouse Benefits Center. 

http://www.mybenefitsdirectory.com/westinghouse
http://www.mybenefitsdirectory.com/westinghouse
http://www.mybenefitsdirectory.com/westinghouse
http://www.mybenefitsdirectory.com/westinghouse
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Change in cost of coverage for medical or dental coverage, or additional/supplemental life or 
personal accident insurance 

If a third-party provider changes the cost of coverage for medical or dental coverage, or for additional/supplemental life or 
personal accident insurance, provided under the Plan, your choices will be adjusted automatically to reflect the change.  
The Plan Administrator may provide you with an opportunity to change your election if the Plan Administrator determines 
that an increase in your contribution toward the cost of one of these benefits is a significant change in your cost for that 
coverage. 

Significant change in cost or coverage by a day care provider 

If there is a significant change in the cost of a day care provider, and the provider is not your relative, you may adjust your 
election under the Day Care Spending Account to reflect the change.  For example, if your child’s caretaker increases the 
amount that he or she charges each day, you may change your election to reflect the increased cost, so long as the child 
care provider is not your relative. 

Similarly, if there is a significant change in the availability of a day care provider -- regardless of whether the new provider is 
a family member -- you may revoke your previous election under the Day Care Spending Account and make a 
corresponding new election to reflect the change in the availability of the provider.  For example, if you choose a new day 
care provider for your child and the new day care provider is more expensive than the previous day care provider, you may 
change your election to reflect the cost of the new child care provider. 

Any change in election on account of a significant change in cost or coverage by a day care provider must be made by 
going online to the Your Benefits ResourcesTM Web site, which you can access through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse, and select the appropriate prompts within 31 days after the change in cost or 
coverage. 

http://www.mybenefitsdirectory.com/westinghouse
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Change in status (applicable to all coverage options except Health Care Spending Account) 

You may change your choices with regard to medical or dental coverage, for the Day Care Spending Account, or for 
additional/supplemental life or personal accident insurance coverage only if (a) one of the following changes in status 
causes you, your spouse, or a dependent to gain or lose eligibility for coverage (under this Plan or a plan of the spouse's 
employer or dependent's employer), (b) the change in your choices is consistent with that change in eligibility, and (c) the 
change is made within a specified period from the date of the change in status. 

By way of explanation, gaining or losing eligibility for a particular benefit package option will be considered gaining or losing 
eligibility for coverage. Becoming eligible for COBRA continuation coverage will be considered gaining eligibility for 
coverage. If the change of status is to become eligible for coverage under a plan of your spouse's employer or your 
dependent's employer, a change of election under our Plan is consistent with that change of status only if you actually elect 
coverage under the plan of your spouse's or dependent's employer. 

By way of explanation, with regard to group term life insurance coverage only, the addition of a spouse or dependent will 
justify an increase in life insurance coverage, and the loss of a spouse or dependent will justify a reduction in life insurance 
coverage, even though the change in status does not cause the participant, spouse or dependent to gain or lose eligibility 
for life insurance coverage. 

The changes in status are as follows: 

• Your marital status legally changes, including marriage, divorce, legal separation (if it exists and constitutes a 
change in marital status under state law), annulment, or death of your spouse. 

• The number of your dependents changes, including birth, adoption, placement for adoption, or death of a dependent. 

• You, your spouse, or a dependent begins or ends employment. However, your spouse's or dependent's becoming 
eligible for Medicare does not constitute a significant change in the health coverage for this purpose, nor does 
exhaustion of limits of coverage under your spouse's or a dependent's plan. 

• The hours of employment of you, your spouse, or a dependent change, including a switch between full-time and part-
time status, or taking or returning from an unpaid Leave of Absence. 

• A dependent becomes eligible or ceases to be eligible under the Plan, including attainment of a particular age or 
cessation of student status. 

• There is a change in the place where you, your spouse, or a dependent works or resides. 

Any change in election on account on one of the changes in status listed above must be made by going on-line to the Your 
Benefits Resources™ Web site, which you can access through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse, and selecting the appropriate prompts within 31 days after the change in 
status occurs. 

If your spouse or dependents will lose health coverage under the Plan as a result of a divorce, legal separation (if it exists 
and constitutes a change in marital status under state law), or annulment, or if your dependent ceases to be eligible under 
the Plan, you must go on-line to the Your Benefits Resources™ Web site, which you can access through ConnectBenefits 
On-Line at www.mybenefitsdirectory.com/westinghouse, and select the appropriate prompts to make your change 
immediately. Coverage for the person losing eligibility for coverage will terminate as of the date of the event.  The person 
who would otherwise lose coverage may be eligible to elect COBRA continuation coverage, as described in Chapter 4, but 
the person will only be able to elect COBRA if you or the person losing coverage notify the Westinghouse Benefits Center 
within 60 days of the event causing the loss of coverage. 

With respect to any other event listed above, if you go on-line to the Your Benefits Resources™ Web site to make your 
change within 31 days of the event, a change in election for health coverage will be effective as of the date of the event. If 
you do not go on-line to the Your Benefits Resources™ Web site to make your change within this initial 31-day period, you 
have an additional 30-day period to call the Westinghouse Benefits Center at 1-800-890-3600 to report the event and 
change your elections for health coverage. However, if you enroll or change coverage during this additional 30-day period, 
your new election will become effective on the first of the month after you call the Westinghouse Benefits Center, rather 
than on the date of the event. 

http://www.mybenefitsdirectory.com/westinghouse
http://www.mybenefitsdirectory.com/westinghouse
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Entitlement to Medicare or Medicaid 

You may drop health coverage for an individual (whether yourself, your spouse, or a dependent) who enrolls in Medicare or 
Medicaid (other than the program of vaccinations for children). 

You may terminate health coverage for an individual on account of such individual's enrollment in Medicare or Medicaid 
only if you make the change within 61 days of the person's enrollment in such coverage. If you go on-line to the Your 
Benefits Resources™ Web site, which you can access through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse, to make the change within 31 days of the person's enrollment in Medicare or 
Medicaid, then the coverage change will be effective as of the date of the enrollment in Medicare or Medicaid. If you do not 
go on-line to the Your Benefits Resources™ Web site to make the change within this 31-day period, you will have an 
additional 30-day period to call to change the enrollment, although the change will become effective on the first of the month 
after you call, rather than as of the date of enrollment in Medicare or Medicaid. If you terminate health coverage for yourself, 
your spouse and dependents that are covered by your health coverage will also lose coverage. However, these individuals 
may be eligible for COBRA continuation coverage, as described later in Chapter 4. 

Court orders 

You may add health coverage for a child if required to do so by a judgment, decree or order resulting from divorce, legal 
separation, annulment or change in legal custody, including a Qualified Medical Child Support Order (QMCSO). Likewise, 
you may drop health coverage for a child if such an order requires your former spouse to provide coverage (rather than 
you).  See Chapter 10 for additional information regarding QMCSOs. 

Separation from service 

If you separate from the service of the Employer, your elections under the cafeteria plan will be automatically revoked, 
except that you may elect COBRA continuation coverage for certain health coverage.  The COBRA rules are described later 
in Chapter 4.  If you return to service with the Employer and resume your participation in the cafeteria plan during the same 
Plan Year, your existing choices will remain in effect for the balance of that Plan Year (unless your election is changed for 
some other reason.)  For example, if you have made a monthly dollar commitment to the Health Care Spending Account but 
do not choose to continue that coverage after separation from service with after-tax dollars under COBRA, and you return to 
service with the Employer during the same Plan Year, your election under the Health Care Spending Account will be 
reinstated for the balance of the Plan Year. 

Failure to make required contributions 

If you use the cafeteria feature to satisfy an employee contribution requirement with regard to any type of benefit but 
afterward you fail or refuse to satisfy the employee contribution requirement, regardless of whether you have separated 
from service, your choice will be considered canceled.  You may not reinstate your choice (or make a new choice) for the 
balance of the Plan Year, except that, if the cancellation was due to a family or medical leave to which you were entitled 
under the federal Family and Medical Leave Act of 1993, then upon return to work you will be permitted to reinstate the 
same choices that were in effect when the leave began. 

http://www.mybenefitsdirectory.com/westinghouse
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Chapter 3 – The Role of Insurance 

Identifying Features With Insurance  

Each section describing one of the features of the Plan starts with a paragraph with the heading “The 
Benefit Provided By This Feature.”  Sometimes, the benefit provided by a particular feature of the Plan is 
the payment of premiums on an insurance contract. If so, the following comments apply to that feature of 
the Plan. 

Payment of Benefits  

If the benefit provided by a particular feature of the Plan is the payment of premiums on an insurance 
contract, then that feature of the Plan does not pay your bills or pay you any cash benefits.  Instead, that 
coverage of the Plan provides you with insurance coverage.  If you incur Covered Expenses or become 
entitled to cash benefits, it is up to the insurance carrier to pay those expenses (or pay the cash benefits) 
to the extent provided in the insurance contract. 

For any insured coverage, we recommend that you 
read the booklet and any other literature prepared 
by the insurance carrier, in which the insurance 
carrier describes the benefits under the insurance 
contract.  The booklets prepared by the insurance 
carrier are included in Appendices G, H, M and O 
of this document. 

Claims Regarding Eligibility For Insured Coverage Under the Plan 

If the benefit provided by a particular feature of the Plan is the payment of premiums on an insurance 
contract, then claims regarding eligibility to participate in that coverage should be made to the Plan 
Administrator by following the procedures described in Chapter 9. 

Claims For Benefits Under an Insurance Contract 

Claims for reimbursement under an insurance contract are another matter.  To make a claim under an 
insurance contract, you need to apply to the insurance carrier in the manner specified by the insurance 
carrier. 

For any insured coverage, we recommend that you 
read the booklet and any other literature prepared 
by the insurance carrier, in which the insurance 
carrier describes the procedure for collecting 
benefits under the insurance contract, and that 
you follow the procedures set forth in that booklet 
for making claims to the insurance carrier under 
the insurance contract. If you're not sure whether 
an expense is covered by the insurance contract, 
you should ask the insurance carrier. 
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Any disputes over whether a benefit is payable under the insurance contract, how much the insurance 
carrier is contractually obligated to pay, or any other aspect of the employee's contractual rights under the 
insurance contract, is a matter primarily between the employee and the insurance carrier under the 
insurance contract.  However, if you experience difficulty in resolving any disputes with the insurance 
carrier, the Plan Administrator may be able to assist you in resolving the dispute. You should contact the 
Plan Administrator at the address and telephone number listed in Appendix K concerning any disputes 
that you have with an insurance carrier. 
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Chapter 4 – Health Care Coverage 

Medical Coverage 

The Benefit Provided By This Feature 

The benefit provided by this feature of the Plan is medical, mental health and substance abuse treatment, 
prescription drug and vision services. 

Your Coverage 

These medical coverage options provide coverage against the high cost of illness and injury and also 
provide certain Preventive Care benefits to help keep you well. 

When you are initially hired, and then each year at annual enrollment, you decide which medical 
coverage option will apply to you and your dependents for the following Plan Year, which begins on 
January 1. 

Special Eligibility Requirements 

Part-Time Employees may only participate in the Standard PPO medical coverage option.  Part-Time 
Employees may opt out of medical coverage, but will not receive the additional taxable income associated 
with the No Coverage option. 

You may only cover your dependents for the same medical option as you choose for yourself.  You 
cannot cover your dependents if you choose No Coverage for yourself. 

Your Medical Coverage choices are: 

For Full-Time Employees For Part-Time Employees 

No Coverage No Coverage 

Premium Preferred Provider Organization 
(PPO) Medical Coverage 

Standard Preferred Provider Organization 
(PPO) Medical Coverage 

Standard Preferred Provider Organization 
(PPO) Medical Coverage 

 

Comprehensive Out-of-Area Medical 
Coverage (only available to those without 
network access, as defined by the Network 
Administrator) 

 

 
 
If an active Full-Time Employee is married to another active Full-Time Employee, the employees can 
choose between each taking his/her own coverage, or the higher-paid employee can choose to cover 
his/her spouse as a dependent.  If an employee chooses to be covered as a dependent of a Full-Time 
Employee, the employee opting out of his/her own medical coverage will not receive opt-out credits.   

If you are a Part-Time Employee under this Plan, you may choose to have your own coverage, or you 
may choose to be covered as a dependent under a Full-Time Employee’s or Part-Time Employee’s 
medical coverage. 
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No Coverage Option 

If you elect the No Coverage option for a year, you will not be covered by a medical option under the Plan 
and will therefore have no medical, mental health and substance abuse treatment, prescription drug, or 
vision coverage for that year.  If you are an active Full-Time Employee (except if you are a Full-Time 
Employee married to another Full-Time Employee and you opt out of medical coverage to be covered as 
a dependent under your spouse’s coverage), you will instead receive additional taxable income in an 
amount specified each year during annual enrollment.  If you elect the No Coverage option for a year, you 
may subsequently elect coverage under a medical option for that year if you meet one of the 
circumstances described in Chapter 2. 

Premium PPO and Standard PPO Medical Coverage Options 

When you enroll in medical coverage through your Employer, you are automatically enrolled for mental 
health and substance abuse treatment, prescription drug and vision coverage. These are described later 
in this section. 

A Preferred Provider Organization (“PPO”) is a network of hospitals, doctors and other medical providers 
from whom you can choose each time you need a medical service. The amount you pay out-of-pocket for 
your health care depends on whether or not you use network providers.  Network providers charge 
negotiated fees for services and the Plan makes higher payments for care received in the network.  
The medical coverage options make payments based upon the Allowance; therefore, you are responsible 
for paying amounts above the Allowance, if any, in addition to your Co-payment amount if you use an 
out-of-network provider.  If you have questions about whether a provider participates in the network, 
contact the medical Network Administrator. 

The Premium and Standard PPO medical options cover the same medical services.  The differences 
between the options are in the Deductibles, Co-payment amounts, Out-of-Pocket Maximums, and 
contributions that apply to each option.  The Covered Services and contributions for the Comprehensive 
Out-of-Area option are the same as the in-network Premium PPO medical option.  You may enroll in the 
Comprehensive Out-of-Area option only if you live outside the PPO network service area, as determined 
by the Network Administrator.  The details of the Premium and Standard PPO medical coverage options, 
including mental health and substance abuse treatment, prescription drug and vision coverage, are 
shown in Appendix C. 

Covered and Non-Covered Medical Services 

Each of the medical coverage options pays benefits only for medical conditions that are not Job-Related, 
are treated or prescribed by a doctor, and are Medically Necessary and Appropriate as determined by the 
Network Administrator. 

Medical coverage does not pay for the services that are listed in Appendix E.  The list of non-covered 
services, which is determined by the Network Administrator, is subject to change without advance notice.  
If you are uncertain whether a medical service is covered, please contact the Network Administrator. 

For medical coverage details, refer to Appendix C. 

Your Deductible 

A Deductible is money you must spend on your own for Covered Expenses before the Plan pays benefits.  
Once you meet your Deductible, the Plan pays a certain percentage of Covered Expenses.  The portion 
you must pay is your Co-payment. Appendix C shows the individual and family calendar year Deductibles 
and the Co-payments under each of the medical coverage options. 
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Some additional points to remember about how your Deductible works: 

• Covered Expenses that are not subject to the Deductible are the $15 in-network office visit 
and $25 emergency visit Co-payment, in-network childhood immunization serum and 
in-network mammograms.  However, if other services are performed during the office or 
emergency room visit, those services, such as X-rays or lab tests, are subject to 
Deductibles and Co-payments. 

• Under any of the medical coverage options, you do not have to pay a Deductible for 
mental health and substance abuse treatment, prescription drug and vision coverage.  
However, any Co-payments you pay for these expenses do not count toward satisfying 
your medical coverage Deductible. 

• In-network and out-of-network Deductibles are entirely separate.  This means that the 
in-network Deductible will not count toward the out-of-network Deductible, and vice versa. 

• One family member must meet the individual Deductible before the family Deductible can 
be met. 

• If two or more covered family members are injured in the same accident, you only have to 
pay the individual (not family) Deductible.  This Deductible then counts for all Covered 
Expenses due to the accident for the rest of that calendar year, for you and your covered 
dependents. 

Your Out-of-Pocket Maximum 

The Out-of-Pocket Maximum is the most you will spend of your own money on Covered Expenses in a 
calendar year. 

The individual Out-of-Pocket Maximum is the most that will apply to any one family member.  Once you or 
a covered dependent reaches the medical individual Out-of-Pocket Maximum, the Plan pays 100% of that 
person's Covered Expenses for the rest of the calendar year, except for the $15 office visit Co-payment 
and the $25 emergency room Co-payment and your Co-payments under mental health and substance 
abuse treatment, prescription drug and vision coverage.  Once your family Out-of-Pocket Maximum is 
reached, the Plan pays 100% of Covered Expenses for the rest of the calendar year for you and your 
covered dependents. 

The Out-of-Pocket Maximum includes: 

• Your Deductible, and 

• What you spend in Co-payments when the Plan pays less than 100% of a Covered 
Expense. 

The Out-of-Pocket Maximum does not include: 

• The $15 in-network office visit Co-payment; 

• The $25 emergency room visit Co-payment; 

• Any amount over the specific limits of the Plan; 

• Any amount above the Allowance and any amount above what is determined to be 
Medically Necessary and Appropriate; 

• Any amounts you pay for mental health and substance abuse treatment, prescription 
drugs, and vision care; and 
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• Any amounts not payable because you did not follow the preadmission certification 
procedures as described in Appendix C. 

Some additional points to remember about how your Out-of-Pocket Maximum works: 

• In-network and out-of-network Out-of-Pocket Maximums are entirely separate.  This 
means that the in-network Out-of-Pocket Maximum will not count toward the 
out-of-network Out-of-Pocket Maximum, and vice versa. 

• One family member must meet the individual Out-of-Pocket Maximum before the family 
Out-of-Pocket Maximum can be met. 

Lifetime Maximum Benefit 

There is no Lifetime Maximum for in-network provisions of this coverage.  However, there is a $300,000 
Lifetime Maximum payable under the out-of-network provision of this coverage. 

Mental Health and Substance Abuse Treatment, Prescription Drug and 
Vision Coverage 

When you enroll in medical coverage through the Plan, you are automatically enrolled for mental health 
and substance abuse treatment, prescription drug and vision coverage through Network Administrators. If 
you are not enrolled in the Plan’s medical coverage, you may not enroll for mental health and substance 
abuse treatment, prescription drug or vision coverage. 

Mental Health and Substance Abuse Treatment Coverage 

Mental health and substance abuse treatment coverage benefits are based on the following: 

• The medical coverage option you select (Premium PPO, including Comprehensive Out-of-Area, or Standard 
PPO): 

• Whether you pre-certify prior to receiving treatment; and 

• Whether you use a network or an out-of-network provider. 

To receive the highest benefit level, all inpatient and outpatient mental health treatment or evaluations and alcohol or 
drug rehabilitation treatment (including detoxification) or evaluation must be pre-certified by the Network Administrator 
before you receive care. If you do not pre-certify, your benefit will be severely reduced or denied. 

Mental health and substance abuse treatment benefits are not subject to any Deductibles. Covered Services are 
payable up to the Allowance set by the Network Administrator. Any out-of-pocket expenses that you pay do not apply 
to your medical coverage Deductible or Out-of-Pocket Maximum. 

Covered and Non-Covered Services 

• Mental health and substance abuse treatment coverage does not pay for the services that are listed in 
Appendix E. The list of non-covered services, which is determined by the Network Administrator, is subject to 
change without advance notice. If you are uncertain whether a mental health and substance abuse treatment 
service is covered, please contact the Network Administrator. 

• For mental health and substance abuse treatment coverage details, please refer to Appendix C. 
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Emergency Mental Health Care and Substance Abuse Treatment 

• If, because of an emergency, you are admitted to a hospital or qualified mental health or substance abuse 
treatment facility, or receive outpatient mental health or substance abuse treatment, you, your doctor, or the 
facility must telephone the Network Administrator within 24 hours. Mental health or substance abuse treatment 
network professionals will review your case to determine how many days of treatment or treatment visits are 
needed. If the network reviewer determines that the treatment is not Medically Necessary and Appropriate, 
they will tell you and your doctor. Together, you can discuss other treatment. 

• If a continued mental health or substance abuse stay or treatment is not justified after a normal or emergency 
admission, the Network Administrator will inform you, your doctor, and the treatment facility. The coverage 
pays benefits only up to 24 hours after you are notified unless your condition changes to show continued 
treatment is needed. Mental health or substance abuse treatment network professionals review any requests 
for a longer stay or treatment. You must pay for continued stays or treatment that the Network Administrator 
determines is not Medically Necessary and Appropriate. 

• In some cases, the Network Administrator may recommend a transfer to an in-network provider for continued 
treatment. If you do not follow the transfer recommendation of the Network Administrator, your approved 
services will be paid at the out-of-network benefits level. 

• If the Network Administrator is not notified within 24 hours of the mental health or substance abuse treatment 
inpatient admission or the initial mental health or substance abuse treatment or evaluation visit, benefits will be 
paid under the non-certified care provision. You will be responsible for all or part of your non-certified care if 
the Network Administrator determines that the care is not Medically Necessary and Appropriate. 

Prescription Drug Coverage 

Benefits will be paid for covered prescription drugs that are Medically Necessary and Appropriate for treatment of a 
sickness or injury that is not Job-Related. Covered prescription drugs must be prescribed in writing by a doctor and 
dispensed by a licensed pharmacist. Prescription drug coverage is the same regardless which medical coverage 
option you choose (Premium PPO, including Comprehensive Out-of-Area, or Standard PPO). 

Prescription drug coverage is provided through a Network Administrator. The Plan only covers certain prescription 
drugs, and the drugs that are covered under the Plan are determined pursuant to a list maintained by the Network 
Administrator. The Network Administrator’s pharmacies must be used to receive the highest benefit. You will 
reimbursed according to the benefit schedule in Appendix C. 

Prescription drug coverage is not subject to any Deductibles. Any out-of-pocket expenses that you pay do not apply 
to your medical coverage Deductible or Out-of-Pocket Maximum. 

Covered and Non-Covered Prescription Drugs and Services 

• Prescription drug coverage does not pay for the services that are listed in Appendix E. The list of non-covered 
services, which is determined by the Network Administrator is subject to change without advance notice. If you 
are uncertain whether a prescription drug is covered, please contact the Network Administrator. 

• For prescription drug coverage details, please refer to Appendix C. 

Out-of-Network Retail Benefits 

If you choose to go to an out-of-network retail pharmacy, you must pay the full cost of the prescription at the time of 
purchase. Then you must submit a claim form with the required information to the Network Administrator. You will be 
reimbursed according to the benefit schedule in Appendix C. 
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Vision Coverage  

Vision exams, lenses and frames are included under vision coverage. Vision coverage is the same regardless which 
medical coverage option you choose (Premium PPO, including Comprehensive Out-of-Area, or Standard PPO). 

Vision coverage is provided through a Network Administrator. If you choose to receive vision services from a 
participating provider, you will pay a flat Co-payment for vision exams and you will receive discounts on products and 
services. If you choose to go to an out-of-network provider, you must pay the full cost of services at the time of 
purchase. Then you must submit a claim with the required information to the Network Administrator. You will be 
reimbursed according to the benefit schedule in Appendix C. 

Vision coverage is not subject to any Deductibles. Any out-of-pocket expenses that you pay do not apply to your 
medical coverage Deductible or Out-of-Pocket Maximum. 

Covered and non-covered vision services 

• Vision coverage does not pay for the services that are listed in Appendix E. The list of non-covered services, 
which is determined by the Network Administrator, is subject to change without advance notice. If you are 
uncertain whether a vision care service is covered, please contact the Network Administrator, 

• For vision coverage details, please refer to Appendix C. 

Case Management 

Special cases of very serious (catastrophic) illness or injury may involve long-term medical treatment. In 
such cases, the case manager may recommend a treatment plan that would be cost effective and assist 
the patient in the recovery process.  This is called case management. 

A medical case management program could include payment for expenses not normally covered under 
the Plan.  Such expenses would be payable if: 

• The case manager decides that the expense is cost effective; 

• The expense is not for custodial care or personal convenience; and 

• The suggested treatment plan is agreed to by the patient and the patient's doctor. 

For more information on medical case management, contact the medical Network Administrator at the 
phone number listed in Appendix K.  The phone number can also be found on the back of your medical 
identification (ID) card.  For mental health or substance abuse treatment case management information, 
contact the mental health and substance abuse treatment Network Administrator at the phone number 
listed in Appendix K. 

Non-Duplication of Benefits Provision 

This Plan may pay benefits if you also are eligible for benefits from another plan.  This is called 
non-duplication of benefits. Your health care benefits under the Plan are coordinated with benefits from: 

• Other employers' plans; 

• Government plans; and 

• Motor vehicle plans as required by law, including no-fault plans. 

The Plan’s benefits combined with another plan's benefits will not exceed what this Plan would pay by 
itself. 
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Which plan pays first: 

The plan covering the patient as an employee is primary over the plan covering the patient as a 
dependent, or as a retired or laid-off employee.  When more than one plan pays benefits, the 
primary plan pays its normal benefits first.  When the Plan is primary, it pays benefits without 
considering what the secondary plan might pay.  The secondary plan then pays its benefits, if any 
are due.  When the Plan pays second, it pays only the difference between the primary plan's 
payment and the Plan's normal benefits. 

For dependent children: 

When both parents' plans cover an eligible child, the plan of the parent who is actively employed 
is primary over the plan of the parent who is a retired or laid-off employee.  In all other situations, 
the plan of the parent whose birthday comes first in the calendar year is primary. 

If the parents are legally separated or divorced, the following guidelines apply: 

• The plan of the parent with custody is primary and the other parent's plan is secondary. If 
the parent with custody remarries, the stepparent's plan is secondary.  If the remarried 
parent with custody has no health care coverage, the stepparent's plan is primary.  The 
plan of the natural parent without custody is secondary. 

• However, the plan of the parent with legal financial responsibility for the dependent child is 
always primary.  The plan of the other natural parent is secondary, and the plan of the 
stepparent, if any, pays third. 

• If none of the above situations apply, the plan that has covered the patient the longest is 
primary. 

For those eligible for Medicare: 

For employees and their dependents eligible for Medicare, the Plan is usually primary if the 
spouse is not covered by another employer's plan. 

For those eligible for Medicare because of end-stage renal disease, the Plan is primary only for 
the first 30 months. After the first 30 months, the Plan is secondary to Medicare. 

The Plan shall be considered secondary and Medicare primary for disabled employees who meet 
all of the following conditions: 

• The employee is no longer working due to a disability; 

• The employee qualifies for Social Security because of a disability; 

• The employee is eligible for Medicare; 

• The employee does not have other group health plan coverage as a dependent of an 
active employee; and 

• The employee has received disability benefits from the Plan for six months. 

Once it has been determined that an employee meets the above criteria, any payments made by 
the Plan will be calculated as if the employee were enrolled in Medicare, regardless of the actual 
enrollment status. 
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For maximum benefit: 

A claim should be filed promptly with the Plan and the other plan to receive the maximum 
benefits. The person making claim under the Plan must supply all the information needed to help 
administer the non-duplication of benefits provisions. 

Subrogation Rights 

Any medical expenses for which a third party is responsible - as a result of the third’s party’s actions or 
omissions - are not covered by the Plan.  For example, if a participant is injured in an automobile accident 
and the other driver is responsible for the participant’s medical expenses related to that accident, those 
expenses are not covered by the Plan.  However, the Plan and Network Administrator will “advance” 
payments to the participant or Eligible Dependent by paying benefits as otherwise provided under the 
terms of the Plan, subject to the terms and conditions of this section.  Advances will be made and need 
not be reimbursed until it is determined whether a third party is responsible to pay for the services and 
supplies provided by the Plan or Network Administrator.   

The Network Administrator will provide you with a questionnaire if the Network Administrator believes that 
a third party may be responsible for your medical expenses.  You should contact the Network 
Administrator if you believe that a third party may be responsible for your medical expenses and you do 
not receive a questionnaire from the Network Administrator; in such a case, the Network Administrator will 
provide you with a questionnaire.  You must complete and return the questionnaire to the Network 
Administrator by the date specified by the Network Administrator.    

If you indicate on the questionnaire that a third party may be responsible for your medical expenses, the 
Network Administrator may ask you to complete and return a reimbursement and subrogation 
agreement.  You must complete and return the reimbursement and subrogation agreement by the date 
specified by the Network Administrator or its delegate.  The reimbursement and subrogation agreement 
will provide, among other things, that:  

• the participant or Eligible Dependent agrees to reimburse the Plan and/or Network Administrator out 
of any amounts paid or payable by any third party or by the third party’s insurer to the extent of the 
entire amount advanced by the Plan and/or Network Administrator;  

• the Plan and Network Administrator has a priority lien against the proceeds of any settlement, 
judgment, arbitration or recovery made by the participant or Eligible Dependent to assure that 
reimbursement is properly made; 

• the Plan or Network Administrator is subrogated to each participant’s or Eligible Dependent’s right of 
recovery from a third party or a third party’s insurer to the extent that the Plan or Network 
Administrator advances any benefit payments (in other words, the Plan stands in the shoes of the 
participant or Eligible Dependent to the extent of the advance);  

• the participant and/or Eligible Dependent agree to do nothing to waive, compromise, diminish, release 
or otherwise prejudice the Plan’s rights; and 

• the participant and/or Eligible Dependent will notify the Plan Administrator and consult with the 
Network Administrator before commencing or settling any lawsuit or administrative proceeding with 
respect to the third-party’s liability. 

If any participant or Eligible Dependent does not execute the reimbursement and subrogation agreement 
for any reason, that failure to sign the agreement will not waive, compromise, diminish, release, or 
otherwise prejudice any of the Plan’s reimbursement and/or subrogation rights.   

In any action where the Plan or Network Administration makes an advance of benefits, the Plan 
Administrator, or the Network Administrator on behalf of the Plan Administrator, may intervene in any 
claim, legal action or administrative proceeding started by a participant or Eligible Dependent against the 



Westinghouse Government Services Group  Welfare Benefits Plan 

22 

third party or third party’s insurer (or any other entity that is in any way responsible for the injury or illness) 
with respect to the third party’s acts or omissions that caused or contributed to the participant’s or Eligible 
Dependent’s injury or illness.  This expressly includes, to the extent permitted by state law, any claims, 
legal actions or administrative proceedings started by a participant or Eligible Dependent regarding the 
participant's or Eligible Dependent's own underinsured or uninsured automobile insurance coverage.  The 
participant or Eligible Dependent must keep the Plan Administrator informed of all material developments 
with respect to these claims, actions or proceedings. 

Similarly, the Plan Administrator, or the Network Administrator on behalf of the Plan Administrator, may at 
its discretion, start any legal action or administrative proceeding that it deems necessary to protect the 
Plan’s or Network Administrator’s right to recover any amount advanced in accordance with this section.  
The Plan may further try to settle the action or proceeding in the name of, and with the cooperation of, the 
participant and/or Eligible Dependent.  However, in doing so, the Plan, Plan Administrator or Network 
Administrator will not provide legal representation to the participant or Eligible Dependent to the extent 
that the person’s damages exceed the amount advanced by the Plan.  

If a participant or Eligible Dependent fails to reimburse the Plan or Network Administrator as 
required by this section, or does not provide the necessary cooperation to allow the Plan to 
exercise its rights to reimbursement or subrogation, the Plan will not cover benefits that would 
otherwise be payable under the Plan for the participant or Eligible Dependent, up to the dollar limit 
of benefits that should have been reimbursed to the Plan under this section.  The Plan is a self-
insured employee welfare benefit plan established pursuant to ERISA, and ERISA preempts any state 
law that purports to restrict the Plan’s rights to subrogation and reimbursement.    

Payment of Benefits 

Claims for medical benefits must be submitted by December 31 of the calendar year following the 
calendar year in which the claim was incurred to be eligible for reimbursement under the Plan.  Please 
refer to Chapter 9 for information about how to file a claim for medical benefits. 

The contracts for the medical portion of this Plan are so-called administrative services only (“ASO”) 
contracts. Under these contracts, the administrative service providers administer the benefits for a fee, 
but the benefits costs are paid directly from the general assets of the Employer. Because the 
administrative service providers do not assume financial responsibility for the benefits, these are not 
technically “insurance contracts.” 

Participant Contributions 

The Employer will deduct any required contribution for medical coverage from your pay on a pre-tax 
basis. If you have no pay, you will be billed for your contribution.  All participant contributions will be 
applied to provide benefits before any Employer contributions are made. If your contributions are not 
received for any reason within 30 days of the date they are due, medical coverage for yourself and your 
Eligible Dependents will be discontinued. A chart showing your contribution toward the cost of the medical 
coverage is included in Appendix J. 

Dental Coverage 

The Benefit Provided By This Feature 

The benefit provided by this feature is dental services.  

Your Coverage 

Dental coverage helps pay dental bills for you and your family, and is designed to encourage good dental 
care. 
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Each year at annual enrollment, you decide which dental coverage option will apply to you and your 
dependents for the following Plan Year, which begins on January 1. 

Special Eligibility Requirements 

Part-Time Employees may only participate in the Standard PPO dental coverage option. 

You may only cover your dependents for the same dental option as you choose for yourself. You cannot 
cover your dependents if you choose the No Coverage option for yourself. 

If a Full-Time Employee is married to another Full-Time Employee, the employees can choose between 
each taking his/her own coverage, or the higher-paid employee can choose to cover his/her spouse as a 
dependent. 

If you are a Part-Time Employee under this Plan, you may choose to have your own coverage, or you 
may choose to be covered as a dependent under a Full-Time Employee’s or Part-Time Employee’s dental 
coverage. 

The benefits provided under the orthodontics provision of dental coverage are limited to eligible 
dependent children who are not yet age 19 when treatment begins. 

Your Dental Coverage choices are: 

For Full-Time Employees For Part-Time Employees 

No Coverage No Coverage 

Premium Preferred Provider Organization 
(PPO) Dental Coverage 

Standard Preferred Provider 
Organization (PPO) Dental Coverage 

Standard Preferred Provider Organization 
(PPO) Dental Coverage 

 

 
 

No Coverage Option 

If you elect the No Coverage option for a year, you will not be covered by a dental option under the Plan 
and will therefore have no dental coverage for that year. If you elect the No Coverage option, you may 
subsequently elect coverage under a dental option if you meet one of the circumstances described in 
Chapter 2. 

Premium PPO and Standard PPO Dental Coverage Options 

Like the medical PPO options, you may receive care from providers in the network or you may go outside 
of the network. Network providers charge negotiated fees for services and the Plan makes higher 
payments for care received in the network. The dental coverage options make payments based upon the 
Allowance; therefore, you are responsible for paying amounts above the Allowance, if any, in addition to 
your Co-payment amount if you use an out-of-network provider.  

The dental coverage pays only for treatment for a disease, defect, or accident that injures your teeth and 
is not Job-Related. Treatment must meet accepted dental standards and be provided by a licensed 
dentist. 
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Covered and Non-Covered Dental Services 

Dental coverage does not pay for the services that are listed in Appendix F. The list of non-covered 
services, which is determined by the Network Administrator, is subject to change without notice. If you are 
uncertain whether a dental service is covered, please contact the Network Administrator. 

For dental coverage details, refer to Appendix D. 

Predetermination of Benefits 

If you expect to have a dental service that may cost more than $300, you may request a predetermination 
of benefits. This allows you to get an estimate, before you have treatment, of what the Plan will pay and 
what you will have to pay on your own. 

If you need a predetermination of benefits form, which is the same as the dental claim form, you can 
obtain it through the Your Benefits Resources™ Web site, the Network Administrator’s Web site, or by 
calling the Network Administrator. Your dentist needs to complete the form and send it back to the 
Network Administrator. It is important to do this before your treatment begins, since the Network 
Administrator will then tell you which dental services are covered and how much it will pay. If your dentist 
changes the treatment plan, he or she should submit another predetermination of benefits form. 

You do not have to use this program to receive benefits. However, the program helps you estimate what 
the coverage will pay and what you must pay yourself. 

Benefits under the Plan, if any, will be paid after the services are actually performed and a claim form, if 
necessary, is submitted. Actual payments may differ because of changes in benefits provided under the 
terms of the Plan, a change in the services provided, other coverage, or a change in your coverage 
status. 

Alternate Benefit 

Alternate benefit refers to a situation in which more than one dental service or supply can treat the same 
dental problem. Sometimes, for example, either a crown or a filling could work as well. Alternate benefit 
identifies the different services that could treat a case. All services must meet acceptable dental 
standards. 

If more than one service could treat your case equally well, the dental coverage pays benefits only for the 
less expensive treatment. If you wish, you may still have the more expensive treatment (a crown, for 
example, when a filling would do). In that case, you pay the difference between the two treatment options 
(for example, you would pay the difference between the dental coverage's payment for the filling and your 
dentist's charge for the crown). 

Non-Duplication of Benefits and Subrogation Rights Provisions 

See “Non-Duplication of Benefits Provision” on page 19 and “Subrogation Rights” on page 21.  These 
provisions also apply to dental coverage. 

Payment of Benefits 

Claims for dental benefits must be submitted by December 31 of the calendar year following the calendar 
year in which the claim was incurred to be eligible for reimbursement under the Plan.  Please refer to 
Chapter 9 for information about how to file a claim for dental benefits. 

The contract for the dental portion of this Plan is a so-called administrative services only (ASO) contract. 
Under this contract, the administrative service provider administers the benefits for a fee, but the benefits 
costs are paid directly from the general assets of the Employer. Because the administrative service 
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provider does not assume financial responsibility for the benefits, this is not technically an “insurance 
contract.” 

Participant Contributions 

The Employer will deduct any required contribution for dental coverage from your pay on a pre-tax basis. 
If you have no pay, you will be billed for your contribution. All participant contributions will be applied to 
provide benefits before any Employer contributions are made. If your contributions are not received for 
any reason within 30 days of the date they are due, dental coverage for yourself and your Eligible 
Dependents will be discontinued. A chart showing your contribution toward the cost of the dental 
coverage is included in Appendix J. 

Health Care Spending Account 

The Benefit Provided By This Feature 

The health care feature of the Plan buys coverage that pays for a variety of health care expenses 
(medical, mental health and substance abuse treatment, prescription drug, vision, and dental) expenses. 
But there are some expenses that the health care coverage feature of the Plan does not pay; instead, you 
pay them out of your pocket. If you take advantage of the Health Care Spending Account feature of the 
Plan, you can pay some of these expenses with dollars that are not subjected to federal income tax and 
Social Security tax.  It also reduces your state and local income taxes in most states. Unfortunately, 
reimbursement of health care expenses under the Health Care Spending Account is still subject to state 
and local income tax in some jurisdictions, including Pennsylvania. 

What's Good About Health Care Spending Accounts 

When you pay health care expenses out of your pocket, you are paying with dollars on which you have 
paid federal income tax and Social Security tax (FICA). Federal income tax is at least 10% (more if you're 
in a higher income tax bracket) and Social Security taxes are currently 7.65%, which means that you 
have to earn at least $117.65 in order to pay $100 of these expenses out of your pocket. 

This feature offers you the opportunity to pay these expenses before federal income tax and Social 
Security tax. To take the same example, if you choose to contribute $100 to a Health Care Spending 
Account, you will have $100 available to pay additional health care expenses - thus saving at least 
17.65%. (However, these amounts may still be subject to state or local income tax where you live.) 

How Health Care Spending Accounts Work 

If you choose to have a Health Care Spending Account, either during your initial enrollment period as a 
new hire or during the annual enrollment period, that enrollment constitutes a contract between you and 
the Employer, in which you choose an alternative package of pay and benefits: 

Here is an example that shows how the alternative package saves you taxes and increases your 
spendable income. (We picked $1,000 of health care reimbursement and assume that you are filing as a 
single taxpayer for this example. The actual effect will depend on the actual amount that you chose to put 
into your Health Care Spending Account, your income and your tax-filing status): 

EXAMPLE Regular Package Alternative Package 

Stated Pay $20,000 $19,000 

Federal Income Tax $2,650 $2,500 

FICA Tax $1,530 $1,454 
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EXAMPLE Regular Package Alternative Package 

Additional Health Costs $1,000 Paid by this Plan 

Spendable $14,820 $15,046 
 

• In the ordinary package of pay and benefits (that is, if you DO NOT choose to have a 
Health Care Spending Account under this feature of the Plan), you get a certain amount of 
pay and also get the regular health care coverage if you enroll (as described earlier). (This 
may be greater than your stated rate of pay if you are a Full-Time Employee who opted 
out of medical coverage, and therefore receive additional cash compensation.) 

• In the alternative package of pay and benefits (that is, if you DO choose to have a Health 
Care Spending Account under this feature of the Plan), you get a package in which the 
pay is less but, in addition to the regular health care coverage, you get additional health 
care “reimbursement” under this feature. The amount of the reduction in the pay 
component (the amount that you put into your Health Care Spending Account for the Plan 
Year) is exactly equal to the additional reimbursement that is available under this feature 
of the Plan. 

It seems a little artificial, but this is how the law works: in the alternative package of pay and benefits, the 
amounts that used to be after-tax payments by the employee are now Employer payments. Since they 
are Employer payments, they are not subject to federal income tax or FICA. 

What Kinds of Expenses Can Be Reimbursed 

Using this feature of the Plan, you can be reimbursed for expenses that you incur for medical care (as 
defined in section 213(d) of the Internal Revenue Code, except for long-term care, which is not 
reimbursable under this feature of the Plan) of yourself, your spouse and your dependents (as defined in 
section 152 of the Internal Revenue Code) that aren't reimbursed from any health plan that you may be 
covered under or by any other health coverage that you have, and that have not been and will not be 
deducted on your federal income tax return. However, premiums that you, your spouse or eligible 
dependent pay for coverage under a health plan are not reimbursable expenses under the Health Care 
Spending Account. In addition, please note that medical and dental services performed, and prescription 
drugs taken, solely for cosmetic reasons are not reimbursable by the Health Care Spending Account. 

Medical expenses that can be covered by this feature of the Plan include: 

• Expenses incurred for medical care for you or your Eligible Dependent that aren't covered 
at all by the health care coverage feature of the Plan.  Depending on what the health care 
coverage covers from time to time, this might include, for example, chiropractic care, 
acupuncture or over-the-counter non-prescription medicines for you or your Eligible 
Dependents; and 

• Expenses that are covered by the health care coverage feature of the Plan but not in full.  
This means you can use this feature of the Plan to cover Deductibles, Co-payments, and 
expenses that are beyond some dollar limit in the coverage that you get from the Plan. 

The IRS publishes a helpful guide to deductible expenses called Publication 502-Medical and Dental 
Expenses. You can get a free copy from the IRS by calling (800) TAX-FORM. You can also obtain 
Publication 502 on the Internet at www.irs.gov. Please note, however, that this publication only describes 
deductible expenses.  Expenses for over-the-counter medications (such as antacids, allergy medicines, 
pain relievers and cold medications) are not described in IRS Publication 502 because they are not 
deductible; they are, however, eligible for reimbursement under the Health Care Spending Account.   
 

http://www.irs.gov
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You can also contact the Spending Account Administrator if you have any questions about whether an 
expense is reimbursable under the Health Care Spending Account. 

How Much You Can Put Into Your Health Care Spending Account 

You decide how much pay reduction (how much you would like to put into your Health Care Spending 
Account for the Plan Year) you would like to commit to health care reimbursement each year under this 
feature and that is the amount of additional health care expenses incurred during that year for which you 
are entitled to reimbursement. The only limitation is that the total annual amount cannot be less than $120 
or exceed $5,000.  If both you and your spouse are employed by the Employer, each of you can 
contribute the maximum amount to the Health Care Spending Account if you choose. 

In deciding how much you would like, however, you will want to keep in mind this rule, which is imposed 
by the Internal Revenue Service: 

If you don't incur health care expenses during a particular Plan Year that use up the full amount 
that you put into your Health Care Spending Account for that Plan Year, the unused balance is 
lost forever. 

This rule is sometimes known as “use it or lose it,” which is an accurate description. Therefore, you 
should use this arrangement for expenses that are predictable - reasonably certain to occur and 
reasonably predictable in amount. 

EXAMPLE:  It may be easily predictable that your 
family will have expenses that exceed the 
Deductible amount under the health care coverage 
feature of this Plan every year. You could choose 
to have a Health Care Spending Account equal to 
the Deductible amount and then present those 
expenses for reimbursement under this feature of 
the Plan. That way, you can be reasonably certain 
that you will use up all of your entitlement under 
this feature of the Plan. 

EXAMPLE:  It may be fairly predictable in your 
family that at least one child will have an eye 
examination every year and need new eyeglasses. 
That's the kind of predictable expense for which 
you might want to be reimbursed from this feature 
of the Plan on a pre-tax basis. 

During annual enrollment, if you don't change your Health Care Spending Account contribution amount, 
your current contribution amount will automatically be carried forward into the next Plan Year. If you want 
to change your current contribution amount for the next Plan Year, you must make your change during 
the annual enrollment period through the Your Benefits Resources™ Web site, which you can access 
through ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse. 

When To Submit Expenses For Reimbursement 

Because your enrollment applies for the entire Plan Year, it is easy to calculate what the total amount of 
health care reimbursement is expected to be for the year. That total amount is available to you at any 
time during the year. That means you may submit claims and have them paid in full (up to the total 
amount of your annual commitment to the Health Care Spending Account) during the Plan Year even 
though the full amount hasn't been taken out of your pay yet. 

Submit all claims for reimbursement under the Health Care Spending Account as soon as possible, but in 
any event no later than 90 days after the end of the Plan Year. Pay reduction during a particular Plan 

http://www.mybenefitsdirectory.com/westinghouse
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Year may be used to reimburse only expenses incurred during that Plan Year - not from earlier years or 
later years. And, as you know, any unused balance at the end of the year is lost forever. To avoid losing 
it, you must use it up with expenses incurred in that same Plan Year. That means expenses incurred in 
the following year cannot be paid out of the balance remaining at the end of the previous year. 

Expenses are incurred when the health care is provided. This is true even if the physician does not bill 
you (or you don't pay) until later. 

EXAMPLE: The doctor treats you on December 15 
but doesn't send the bill until January 15. The 
expense was incurred in the first year (not the 
second year) and can only be reimbursed from the 
amount that you chose to put into your Health 
Care Spending Account for the first year. 

The Spending Account Administrator will keep the books open for 90 days after the end of the Plan Year 
to allow you to submit claims for health care that was provided near the end of the year. But the books will 
be closed after 90 days, and any unused balance will be lost forever, as described above. 

How To Submit Claims For Reimbursement 

If you are entitled to reimbursement of a health care expense under this feature of the Plan, all you have 
to do is file a claim form with the Spending Account Administrator and substantiate the claim. If you need 
a copy of the claim form, you can obtain one through the Your Benefits Resources™ Web site, the 
Spending Account Administrator’s Web site, or by calling the Spending Account Administrator. You can 
reach the Your Benefits Resources™ and the Spending Account Administrator’s Web sites through 
ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse.  You can also reach the 
Spending Account Administrator through Benefits Connection at 1-800-890-3600. 

To substantiate the claim, you have to: 

• present a bill showing what was done (or what was purchased), when, the amount 
charged, and proof of the amount that you paid, and 

• sign a statement that the expense has not been reimbursed and is not reimbursable under 
any other health plan coverage. 

In addition, you must provide a doctor’s note to substantiate any claim for reimbursement of an over-the-
counter medication that has both a medical and non-medical purpose.  For example, you will need to 
include a doctor’s note to establish that you are taking the product to treat a medical condition if you 
request reimbursement for a non-prescription acne cream that is also marketed by its manufacturer for its 
non-medical uses as a skin moisturizer, or for a non-prescription dandruff shampoo. 
 
The Spending Account Administrator will review your claim within the time frames described in Chapter 9.  
If the claim is granted, the Spending Account Administrator will simply send you a check or, if you have 
submitted the proper form, will direct deposit your reimbursement into your designated account. If for 
some reason the claim is not granted, the Spending Account Administrator will notify you in writing after 
you filed the claim and point out the specific reasons and Plan provisions on which the denial is based, 
describe any additional information needed to complete the claim, and describe the appeal procedure.  
You may then appeal the denial of the claim, as set for in the denial letter and in Chapter 9.   

When Your Employment Terminates 

After you terminate employment, you may elect COBRA continuation coverage to continue to participate 
in the Health Care Spending Account for the rest of the year.  If you elect to continue coverage in the 

http://www.mybenefitsdirectory.com/westinghouse
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Health Care Spending Account pursuant to COBRA, and you pay the required COBRA premium, you can 
continue to get reimbursed for any amount up to the total annual Health Care Spending Account election 
amount that you elected before the start of the Plan Year (i.e., you can get reimbursed for eligible 
expenses incurred both before and after your termination of employment).  This may be of no practical 
benefit to you because this COBRA coverage will have to be paid for with after-tax dollars, thereby 
removing the essential benefit of this feature of the Plan. 

If you don't continue to participate in the Health Care Spending Account pursuant to COBRA continuation 
coverage after your termination of employment, then you can get reimbursement (up to the total annual 
Health Care Spending Account election amount that you chose) for eligible expenses incurred prior to the 
termination of your employment, but not for expenses incurred after that date. 

Funding 

This feature of the Plan is not funded or insured in any way. In return for your commitment of pay 
reduction to the Health Care Spending Account, what you get is the Employer's contractual obligation to 
reimburse you for health care expenses under this feature of the Plan. These additional reimbursements 
are paid from the Employer's general assets; they are not covered by any insurance contract and are not 
paid from any trust. 

Employee Assistance Program (“EAP”) 

The Benefit Provided By This Feature 

The benefit provided by this feature is the provision of confidential assessment and referral services 
provided through a group employee assistance program contract. 

Your Coverage 

The Employee Assistance Program (“EAP”) is a confidential, professional assessment and referral 
service designed to help resolve personal problems, including parenting concerns, marital and family 
distress, emotional distress, alcohol and drug dependency, and legal and financial concerns. The EAP, as 
administered by the Network Administrator, is staffed nationally by EAP professionals with experience in 
providing assessment and referral services. Your participation in the EAP will be treated confidentially in 
accordance with all federal and state mandates. 

The scope of the counseling services available from the Network Administrator is a maximum of five 
counseling sessions per Plan Year, in addition to unlimited telephone counseling. If additional counseling 
services are needed beyond the EAP, you may be referred to a qualified professional; in that situation, 
benefits will be provided in accordance with your mental health and substance abuse treatment coverage 
if you are enrolled in the Plan’s medical coverage. 

The EAP also includes an on-line service that provides access to a library of information related to 
work/life issues, such as parenting, elder care, stress, health and wellness.  For more information, log 
onto ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse and select the appropriate 
prompts for the Employee Assistance Program, or you can log onto the on-line library directly on 
www.achievesolutions.net/westinghouse. 

Monthly Payment of Premiums 

Each month, the Employer pays the premium required under the contract for each covered employee. 

http://www.mybenefitsdirectory.com/westinghouse
http://www.achievesolutions.net/westinghouse
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Continued Coverage Under COBRA 

The Benefit Provided By This Feature 

COBRA is the acronym for the Consolidated Omnibus Budget Reconciliation Act of 1986 - a federal law 
that permits you to buy continued coverage under certain features of this Plan at group rates after your 
coverage would otherwise end. This feature of the Plan could help you if you terminate your employment 
and are in between jobs or have a waiting period with your new employer before you can begin receiving 
benefits.  

COBRA applies separately to each “group health plan” within the meaning of the applicable regulation. 
That means COBRA applies separately to each feature of the Plan that has been described up to this 
point in the Plan, namely: 

• Medical coverage (which includes mental health and substance abuse treatment, 
prescription drug, and vision coverage), 

• Dental coverage, 

• the Health Care Spending Account, and 

• the Employee Assistance Program. 

COBRA does not apply to any other features of this Plan. For example, COBRA doesn't apply to the life, 
accidental death and dismemberment, disability benefit coverage, and the Day Care Spending Account 
features of this Plan. 

COBRA Administration 

There are a number of different entities involved in the Plan’s COBRA administration, as described in this 
Chapter. 

• The Westinghouse Benefits Center is notified whenever a person has a “Qualifying Event” (as 
described below). 

• COBRA is administered for the Plan by the COBRA Administrator (see Appendix B for the 
definition of the COBRA Administrator).    

• The Plan Administrator has the final authority to determine matters regarding an individual’s 
eligibility for COBRA coverage. 

Please be certain that when you contact an entity regarding COBRA coverage that you are contacting the 
correct entity, as described below.  

Qualifying Events 

An event that entitles you (or your covered spouse or dependents) to buy continuation coverage under 
COBRA is known as a “qualifying event.” Qualifying events are any of the events listed in the chart below 
if the event causes a loss of coverage under the group health plan. 

Such an event is a qualifying event regardless of whether the loss of coverage occurs at the same time 
as the event or is delayed, as long as the loss of coverage will occur before the end of the maximum 
period of COBRA continuation coverage. The qualifying event is considered to occur when the event 
occurs, regardless of when coverage under the group health plan is lost. Unless otherwise stated in this 
Plan, any extension of coverage at the Employer's expense after such an event is considered voluntary 
relief from the COBRA premium requirement rather than a postponement of the qualifying event. 
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Termination of an employee's employment 

Termination of an employee's employment, whether voluntary or involuntary and including quit and retirement, is a 
qualifying event for the employee, the employee's spouse if covered by the group health plan at the time of the event, 
and each dependent child covered by the group health plan at the time of the event, except that termination of 
employment by reason of gross misconduct of the employee shall not constitute a qualifying event for the employee, 
spouse or dependent children. 

Reduction in the employee's hours 

Reduction in the employee's hours for any reason, including, for example, Layoff, Leave of Absence, or reduction 
from full-time to part-time, is a qualifying event for the employee, the employee's spouse if covered by the group 
health plan at the time of the event, and each dependent child covered by the group health plan at the time of the 
event. 

Since a leave to which an employee is entitled under the federal Family and Medical Leave Act does not result in loss 
of coverage under any group health plan, such a leave does not constitute a qualifying event. If the employee fails to 
return to employment at the end of such a leave, however, the failure to return will cause a loss of coverage and so 
the failure to return will constitute a qualifying event that occurs at the end of the leave. 

Death 

Death of the employee is a qualifying event for the employee's spouse if covered by the group health plan at the time 
of the event and for each dependent child covered by the group health plan at the time of the event. 

Divorce or legal separation 

Divorce or legal separation from the covered employee is a qualifying event for the employee's spouse if covered by 
the group health plan at the time of the event and for each dependent child covered by the group health plan at the 
time of the event. 

The employee's becoming covered by Medicare 

The employee's becoming covered by Medicare (that is, actual coverage, not mere eligibility) is a qualifying event for 
the employee's spouse if covered by the group health plan at the time of the event and for each dependent child 
covered by the group health plan at the time of the event. 

A child's cessation of dependent status 

A child's cessation of dependent status (for example, by attaining age 19) is a qualifying event for such dependent 
child if covered by the group health plan at the time of the event. 

 

Who Is a Qualified Beneficiary 

Each person who is entitled to continuation coverage by reason of a qualifying event is known as a 
“qualified beneficiary.” Only an individual who was actually covered by the group health plan at the time of 
the qualifying event can be a qualified beneficiary, except that children born to, or placed for adoption 
with, the employee during COBRA continuation coverage are considered qualified beneficiaries when 
born or placed for adoption. 
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There is an additional exception to the rule that an individual must be covered at the time of the qualifying 
event to be a qualified beneficiary.  If a covered employee terminates coverage for his/her spouse solely 
in anticipation of a divorce or legal separation (for example, if an employee who is anticipating getting a 
divorce chooses, at annual enrollment, to discontinue medical coverage for his/her spouse for the 
following year), the Plan will make COBRA continuation coverage available to the ex-spouse as of the 
date of the divorce or legal separation, provided that the employee or ex-spouse notifies the 
Westinghouse Benefits Center within 60 days of the date of divorce or legal separation.  Although the 
anticipatory elimination of coverage is disregarded in determining whether the divorce or legal separation 
causes a loss of coverage, no coverage will be made available for the period from when the employee 
terminated the coverage until the date of the divorce or legal separation. 

A qualified beneficiary has the same rights as a similarly situated participant to add a spouse or 
dependent to his coverage at annual enrollment.  See the discussion below under the heading “Coverage 
Received on COBRA.”  Please note, however, that a spouse or dependent added in this manner is not, 
and cannot become a qualified beneficiary, because the individual was not covered by the Plan at the 
time of the original qualifying event. 

Notice to Westinghouse Benefits Center or COBRA Administrator 

Affected parties must notify the Westinghouse Benefits Center of events affecting entitlement to COBRA 
continuation coverage as follows: 

The Employer must notify the Westinghouse Benefits Center within 30 days after: 

• the termination of employment of the employee, 

• a reduction in the employee's hours that would result in a loss of coverage, 

• the employee's becoming covered by Medicare, or 

• the death of the employee. 

The employee, spouse or affected dependent child, or a representative acting on such individual’s behalf, 
must notify the Westinghouse Benefits Center within 60 days of: 

• divorce or legal separation of the employee and spouse, or 

• the dependent child's ceasing to be a dependent child. 

You may notify the Westinghouse Benefits Center of this information through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse.  The spouse or child may notify the Westinghouse Benefits 
Center of this information by calling 1-800-890-3600, or by writing to the Westinghouse Benefits Center, 
100 Half Day Road, P.O. Box 1478, Lincolnshire, IL  60069-1478. 

Any qualified beneficiary who claims extended continuation coverage by reason of a disability extension 
(as described below) must notify the COBRA Administrator of the disability determination both within 60 
days after receiving the Social Security determination that the individual is disabled and within the original 
18-month period of continuation coverage.  A qualified beneficiary receiving extended continuation 
coverage due to disability must notify the COBRA Administrator of any final determination that the person 
is no longer disabled and must do so within 30 days after receiving the determination. 

Please note: Timely notice by the qualified beneficiary is 
a condition to entitlement to COBRA continuation 
coverage.  If the qualified beneficiary fails to notify the 
COBRA Administrator within the deadlines set forth 
above, the qualified beneficiary is not entitled to COBRA 
continuation coverage. 

http://www.mybenefitsdirectory.com/westinghouse
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Notice to Qualified Beneficiary 

Within 14 days after receiving notice of a COBRA qualifying event, the COBRA Administrator will notify all 
qualified beneficiaries of their right to elect continuation coverage under COBRA. The determination of 
where qualified beneficiaries live will be governed by the latest address shown on the records of the 
COBRA Administrator. 

• Where the qualified beneficiaries are the employee, spouse and/or dependent children, and all 
qualified beneficiaries reside at the same address, notice will be given by first-class mail addressed 
to the employee and spouse at that address. If, according to the COBRA Administrator’s records, 
any qualified beneficiary lives at another address, a duplicate notice will be given by first-class mail 
addressed to that qualified beneficiary at the other address, except that notice to the spouse will be 
considered notice to all other qualified beneficiaries who reside with the spouse. 

• Where the qualified beneficiaries are the spouse and/or dependent children, and, according to the 
COBRA Administrator’s records, all qualified beneficiaries reside at the same address, notice will 
be given by first-class mail addressed to the spouse at that address. (Notice to the spouse is 
considered notice to all other qualified beneficiaries residing with the spouse.) If any qualified 
beneficiary lives at another address, according to the COBRA Administrator’s records, a duplicate 
notice will be given by first-class mail addressed to that qualified beneficiary at the other address. 

• Where the qualified beneficiary is only one or more dependent children, notice will be given by first-
class mail addressed to each qualified beneficiary at the last known address, according to the 
COBRA Administrator’s records, of that qualified beneficiary. 

Election of Continuation Coverage 

COBRA continuation is subject to the following election rules. 

Timing 

After receiving notice from the COBRA Administrator, each qualified beneficiary has 60 days to elect continued 
coverage under COBRA. (If the notice arrives before the date of the qualifying event, the qualified beneficiary will 
have 60 days from the date of the qualifying event to elect continued coverage under COBRA.) 

Persons covered by an election 

Election of continuation coverage is an individual election of each qualified beneficiary in accordance with the 
following rules: 

• When an employee, spouse and dependent children are eligible for COBRA, if an employee elects 
continuation coverage for the employee, spouse and dependent children, the election is effective for the 
employee, spouse and dependent children; the spouse and dependent children do not have a separate 
election. 

• When an employee, spouse and dependent children are eligible for COBRA, if an employee fails to elect 
continuation coverage for the spouse and/or dependent children (regardless of whether the employee elects 
continuation coverage for the employee), the spouse and/or dependent children are entitled to elect 
continuation coverage independently of the employee. 

• If a spouse elects continuation coverage for the spouse and/or dependent children, the election is 
effective for the spouse and/or dependent children; the dependent children do not have a separate 
election. 

• If neither the employee nor the spouse elects continuation coverage for a dependent child, the 
dependent child is entitled to elect continuation coverage independently. 
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Election of COBRA continuation coverage 

Election of COBRA continuation coverage is made by returning to the COBRA Administrator such properly completed 
and signed forms as the COBRA Administrator may require. The COBRA election form may be returned at any time 
during the 60-day period described above. 

Even if a qualified beneficiary returns the form during the 60-day period showing an election not to take COBRA 
continuation coverage, the qualified beneficiary may change his or her mind and elect continuation coverage by 
completing, signing and returning another form within the 60-day period described above, although in that case, the 
continuation coverage will be provided prospectively only (not retroactively to the qualifying event). 

Though the form supplied by the COBRA Administrator is the preferred and usual method for making the election, 
any other method will be accepted that contains all of the information necessary to process the election, so long as 
the notice is timely submitted to the COBRA Administrator. 

Please note: Failure to elect COBRA continuation coverage within the 60-day deadline described in this 
section constitutes a complete, final and permanent waiver of COBRA continuation coverage. 

The coverage offered for election 

The coverage offered for election shall be the same coverage that the qualified beneficiary had immediately before 
the qualifying event. 

Upon valid election, coverage will be provided retroactively 

Upon valid election, coverage will be provided retroactively to the date of the qualifying event, except that no claims 
will be paid for expenses incurred after the qualifying event unless and until the COBRA premium is timely paid (as 
discussed in the following section). 

Payment for Continuation Coverage 

COBRA continuation coverage is provided to the qualified beneficiary only if the qualified beneficiary pays 
the applicable premium for such coverage plus a 2% administrative charge. The applicable premium is 
the actual cost to the group health plan of providing the same coverage to participants and beneficiaries 
of the group health plan who have not suffered a qualifying event. (If the coverage is not insured, the 
applicable premium will be determined on an actuarial basis as provided in COBRA.) For example, if a 
spouse or dependent child elects COBRA continuation coverage and there is no employee coverage, so 
that the spouse or dependent child must be enrolled as if he or she were an employee, the applicable 
premium will be the premium for Employee-Only Coverage. 

As an exception, qualified beneficiaries who are receiving an additional 11 months of continuation 
coverage due to disability must pay an amount equal to 150% of the applicable premium during those 
additional 11 months. As a further exception, where the qualifying event is the employee's absence due to 
service in the uniformed services of the United States (meeting the requirements of the federal Uniformed 
Services Employment and Reemployment Rights Act of 1994) and the employee performs such service 
for less than 31 days, the charge for COBRA coverage is limited to the employee contribution required of 
active employees. 

Payment for all months up to and including the month in which the qualified beneficiary returns the 
election form to the COBRA Administrator must be made within 45 days after the election form is returned 
to the COBRA Administrator. Payment for months following the month in which the election form is 
returned to the COBRA Administrator must be made by the first of the month for which payment is made, 
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and in no event more than 30 days after the date the payment was due.  You must pay the COBRA 
premium for the entire month of coverage; you may not prorate the COBRA premium for partial months of 
COBRA coverage. 

Please note: It is the responsibility of the qualified 
beneficiary to make timely premium payments. The 
COBRA Administrator is not required to send bills or 
reminder notices. 

 

Coverage Received on COBRA 

A qualified beneficiary who timely elects and pays for COBRA continuation coverage receives the same 
coverage as similarly situated participants in the group health plan who have not suffered a qualifying 
event. For example, and not by way of limitation, changes in coverage, Deductibles, Co-payments and 
insurance carriers and Network Administrators applicable to participants who have not incurred a 
qualifying event will apply equally to each qualified beneficiary. 

Each qualified beneficiary will also have the same rights as a similarly situated participant who has not 
incurred a qualifying event to participate in annual enrollment periods and make changes in his or her 
coverage, including, for example, the right to add a spouse or dependents. (Note, however, that a spouse 
or dependent added in this manner is not - and cannot become – a qualified beneficiary, because the 
individual was not covered by the Plan at the time of the original qualifying event.) As an additional 
example, if an individual is covered by a PPO option when the qualifying event occurs and elects COBRA 
under the PPO option but later moves out of the PPO's service area, the qualified beneficiary will be 
afforded the same opportunity as a participant in the PPO who has not suffered a qualifying event to elect 
alternative coverage. 

Duration 

Continuation coverage under COBRA will end at the expiration of the following time periods, unless 
terminated earlier as provided in this section: 

Termination of employment or reduction in hours 

The maximum period of continuation coverage is 18 months where the qualifying event is termination of employment 
or reduction in hours, except in the event of disability.  

If an employee, spouse or dependent child is receiving continuation coverage by reason of the employee's 
termination of employment or reduction in hours (the “original qualifying event”), and the employee, spouse or 
dependent child is determined to have been disabled under Title II or XVI of the Social Security Act at any time during 
the first 60 days after the original qualifying event, then the maximum period of coverage for all such qualified 
beneficiaries will be extended to 29 months from the date of the original qualifying event.  In the case of a qualified 
beneficiary who is a child born to a qualified beneficiary who is a former employee, or placed for adoption with a 
qualified beneficiary who is a former employee, during a period of COBRA continuation coverage, the period of the 
first 60 days of COBRA continuation coverage is measured from the date of birth or placement for adoption, rather 
than from the date of the original qualifying event.   As described above, a qualified beneficiary who claims extended 
continuation coverage by reason of such a disability extension must notify the COBRA Administrator of the disability 
determination both within 60 days after receiving the Social Security determination that the individual is disabled and 
within the original 18-month period of continuation coverage.  A qualified beneficiary receiving extended continuation 
coverage due to disability must notify the COBRA Administrator of any final determination that the person is no longer 
disabled within 30 days after receiving the determination. 
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Other qualifying events 

The maximum period of continuation coverage is 36 months where the qualifying event is death, divorce or legal 
separation, Medicare coverage or cessation of dependent status. 

Combination of qualifying events 

If a spouse or dependent child is receiving continuation coverage by reason of the employee's termination of 
employment or reduction in hours (the “original qualifying event”) and the employee dies or the employee and the 
spouse are divorced or legally separated during the first 18 months of COBRA continuation coverage following the 
original qualifying event, then the maximum period of continuation coverage for the spouse and dependent child will 
be extended to 36 months from the date of the original qualifying event. 

If a dependent child is receiving continuation coverage by reason of the employee's termination of employment or 
reduction in hours (the “original qualifying event”) but ceases to be a dependent child during the first 18 months of 
COBRA continuation coverage following the original qualifying event, then the maximum period of continuation 
coverage for the dependent child will be extended to 36 months from the date of the original qualifying event. 

If a spouse or dependent child is receiving continuation coverage by reason of the employee's termination of 
employment or reduction in hours (the “original qualifying event”) but the employee became covered by Medicare less 
than 18 months before the original qualifying event, then the maximum period of continuation coverage for the 
spouse and dependent child will be extended to 36 months from the original qualifying event. 

Termination before maximum period has expired 

Continuation coverage for a qualified beneficiary will be terminated automatically and without notice to the qualified 
beneficiary if: 

• the qualified beneficiary first becomes covered under any other group health plan after the date of the election 
of COBRA coverage, unless the other group health plan excludes or limits coverage for a pre-existing 
condition that the qualified beneficiary has and that exclusion or limitation is not satisfied by the qualified 
beneficiary’s previous coverage, or  

• the qualified beneficiary first becomes covered by Medicare after the date of the election of COBRA coverage, 
or 

• the individual is receiving extended coverage by reason of disability and ceases to be disabled, or 

• payment of the required COBRA premium is not timely made, or 

• the Employer ceases to provide any group health plan to any employee. 

If the group health plan under which a qualified beneficiary is receiving COBRA continuation coverage terminates but 
the Employer continues to provide one or more group health plans, the qualified beneficiary will be afforded the same 
opportunity as participants with respect to whom a qualifying event has not occurred to participate in an alternative 
group health plan of the Employer. 

Conversion Privilege 

COBRA continuation coverage will not affect any right of any individual to conversion coverage under any 
insurance contract. For example, if an individual elects COBRA continuation coverage under a group 
health plan whose benefits are provided through an insurance contract that includes a conversion 
privilege at the conclusion of group coverage, the conversion privilege will be available when group 
coverage ends, i.e., at the conclusion of the COBRA continuation coverage. Likewise, an individual who 
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elects not to take COBRA continuation coverage may be entitled to a conversion policy at the time of the 
qualifying event. 

Correction of Mistakes 

If at any time it is determined that a mistake has been made with regard to administration of COBRA 
continuation coverage, regardless of whether the mistake is favorable or detrimental to the employee, 
spouse or dependent, all feasible steps shall be taken as soon as reasonably possible to correct the 
mistake by returning all affected parties to the position that they would have been in if the mistake had not 
occurred, including, if necessary, retroactive collection or refund of COBRA premiums and retroactive 
provision or denial of coverage. 

Company Continuation 

As further described in Chapter 8, in certain situations, your medical and/or dental benefits will 
automatically continue for a period of time after you would otherwise lose coverage. Similarly, if your 
spouse and/or dependent children are enrolled in medical and/or dental coverage under the Plan and you 
die, benefits for your surviving spouse and/or children will continue for a period of time if you met certain 
age and service requirements at the time of your death. The extension of these benefits is referred to as 
Company Health Care Continuation or just Company Continuation. The situations in which you or your 
spouse and dependent children will have a choice to elect Company Continuation are described in 
Chapter 8.  You (or, in the event of your death, your surviving spouse) must elect Company Health Care 
Continuation in order for your Eligible Dependents to elect to enroll in Company Health Care 
Continuation. 

In limited circumstances, your spouse and/or dependent child may be eligible for COBRA continuation 
after Company Continuation ends. If your spouse or dependent child loses the Company Continuation 
because of a qualifying event, then the person who would lose health coverage under Company 
Continuation may elect COBRA coverage for a maximum period of 36 months from the date of the 
qualifying event that would cause the loss of Company Continuation. For example: 

• If you divorce or are legally separated from your spouse while on Company Continuation, your 
spouse and dependent may elect COBRA continuation from the date they would lose Company 
Continuation coverage because of the divorce or legal separation.  

• If a dependent child loses the Company Continuation because he or she no longer meets the 
definition of Eligible Dependent under the Plan (e.g., if he or she attains the maximum age to be a 
dependent), the child may elect COBRA continuation from the date the child loses coverage because 
he or she ceases to be an Eligible Dependent. 

• If you lose Company Continuation coverage under the Plan because you become eligible for 
Medicare, then your spouse or dependent may elect COBRA continuation from the date they would 
lose coverage because of your Medicare-eligibility. (Your becoming eligible for Medicare will not 
result in a loss of Company Continuation for your spouse and dependents in every circumstance.) 

You, the spouse (or former spouse) or dependent who would lose Company Continuation coverage must 
notify the Westinghouse Benefits Center within 60 days of the event that would cause the loss of 
coverage to be eligible to elect COBRA coverage following the event. If the Westinghouse Benefits 
Center is not notified of the event that would cause the loss of coverage within the 60-day period, the 
spouse (or former spouse) and/or dependents will not be eligible to elect COBRA continuation. You may 
notify the Westinghouse Benefits Center of this information through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse.  The spouse or dependent may notify the Westinghouse 
Benefits Center of this information by calling 1-800-890-3600, or by writing to the Westinghouse Benefits 
Center, 100 Half Day Road, P.O. Box 1478, Lincolnshire, IL  60069-1478. 

http://www.mybenefitsdirectory.com/westinghouse
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Chapter 5 – Disability Coverage 

Total Disability Management 

All disability income benefits, including salary continuation, accident & sickness and long-term disability 
benefit coverages include a case management review program to assist employees' rehabilitation and 
timely recovery. The case management program will use registered nurse (R.N.) reviewers, as well as 
qualified physician advisors to conduct an online review of a disability and interact directly with the 
treating physician. 

You must call the Total Disability Management Administrator within the first seven days following 
your first absence from work to be considered for any disability income benefits. The Total 
Disability Management Administrator can be reached by calling Benefits Connection at 1-800-890-3600 
and selecting disability case management at the appropriate prompt. You initiate the case management 
process by calling the Total Disability Management Administrator to provide them with your physician's 
name and phone number, as well as other information necessary to review your disability claim. This 
requirement also applies if you become Totally Disabled while on Furlough or at work. 

Appendix I contains “How To Report a Disability.” Please refer to this Appendix for more information 
about Total Disability management. 

If the insurance carrier determines that you are not Totally Disabled, you must immediately return to 
employment with the Employer; if you do not return to employment with the Employer, or if you cannot 
return to employment because your position has been filled by another person or otherwise eliminated, 
then your employment with the Employer will be immediately terminated. 

Salary Continuation 

Salary Continuation is not provided under the Plan; instead it is provided to Full-Time and Part-Time 
Employees who are paid on a salaried basis pursuant to the Employer’s payroll policy.  We list salary 
continuation here just to remind you that you must follow all the requirements for Salary Continuation – 
including the requirement that you call the Total Disability Management Administrator within seven days 
of your first absence from work – or you will not be eligible for Salary Continuation or Long-Term Disability 
Benefit Coverage.  

Accident & Sickness (A&S) Benefit Coverage 

The Benefit Provided By This Feature 

The benefit provided by this feature of the Plan is the payment of premiums on a group Accident & 
Sickness disability insurance contract.  

Your Coverage 

Accident & Sickness Benefit Coverage provides you with payments that cover a portion of your Benefit 
Pay according to a schedule, if you are Totally Disabled, up to a maximum payment period of 26 weeks.  

Please see the insurance booklet for Accident & Sickness Benefit Coverage, which contains the schedule 
of benefits, in Appendix H. 
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Special Eligibility Requirements 

You must be a Full-Time Employee who is hourly-paid to be eligible to participate in Accident & Sickness 
Benefit Coverage.  This eligibility requirement does not, however, affect any existing Accident & Sickness 
benefit for an active employee who was determined to be Totally Disabled before January 1, 2003. 

Monthly Payment of Premiums 

Each month, the Employer pays the premium required under the contract for each covered employee. 
There is no employee contribution required for this coverage. 

Long-Term Disability (LTD) Benefit Coverage 

The Benefit Provided By This Feature 

The benefit provided by this feature of the Plan is the payment of premiums on a group long-term 
disability insurance contract.  

Your Coverage 

If you are unable to return to work due to your continued Total Disability after your salary continuation (for 
Full-Time Employees who are paid on a salaried basis) or Accident & Sickness Benefit Coverage (for 
Full-Time Employees who are paid on an hourly basis) is exhausted, Long-Term Disability Benefit 
Coverage, if elected, provides you with a benefit. 

Special Eligibility Requirements 

You must be a Full-Time Employee to be eligible to participate in Long-Term Disability Benefit Coverage. 

Your Choices 

You have three long-term disability benefit options: 

• Replacement of 60% of your Benefit Pay, up to a maximum benefit of $10,000 a month; 

• Replacement of 70% of your Benefit Pay, up to a maximum benefit of $11,667 a month; or 

• No Coverage. 

Coverage Provided 

Please see the insurance booklet for Long-Term Disability Benefit Coverage in Appendix H for a complete 
explanation of how the insurance company determines your Benefit Pay and the conditions that you must 
satisfy to receive a benefit. 

Long-term disability benefits are offset by, among other offsets, the Employer-paid portion of your 
Pension Plan benefit, state or federal workers' compensation disability or occupational disease benefits, 
Social Security benefits, or other disability benefits provided to comply with federal, state, or other laws. 
This means that your total monthly disability income from these sources cannot add up to more than the 
dollar maximum for the long-term disability option you select or your benefits from this coverage will be 
reduced. However, the benefit will be at least $150 per month. 
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If you do not enroll when first eligible, or if you would like to increase your coverage, evidence of 
insurability will be required.  Coverage will become effective on the 1st of the month after the insurance 
carrier approves your coverage. 

The Long-Term Disability Benefit Coverage does not provide benefits for disabilities that began 
during your first year of service with the Employer if you were treated for the condition before you 
were covered by the Long-Term Disability Benefit Coverage. 

Participant Contributions 

You must pay for the insurance coverage that you elect on an after-tax basis.  Even though this feature of 
the Plan offers you a choice between three Coverage Levels, this choice is not one of the flexible benefit 
features.  A chart showing your Long-Term Disability Benefit Coverage contribution amounts is included 
in Appendix J.  For your convenience, the Employer will deduct any required contribution for disability 
coverage from your pay on an after-tax basis.  If you have no pay, you will be billed for your contribution.  
If your contribution is not received for any reason within 30 days of the date due, disability coverage will 
be discontinued. 
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Chapter 6 – Life and Accidental Death and 
Dismemberment (AD&D) Insurance Coverage 

Employer-Provided Basic Life and AD&D and Business Travel 
Accident 

The Benefit Provided By This Feature 

The benefit provided by this feature of the Plan is the payment of premiums on a group life and accidental 
death and dismemberment (AD&D) insurance contract. 

Monthly Payment of Premiums 

Each month, the Employer pays the premium required under the insurance contract for each covered 
employee. 

Basic Life Insurance Coverage 

Your Coverage 

Eligible Full-Time Employees will automatically receive basic life insurance coverage equal to 1-
1/2 times your Benefit Pay (with a minimum amount of $36,000 and a maximum amount of 
$50,000). This coverage pays the benefit to your named beneficiary(ies) if you die from any 
cause while you are covered. 

Eligible Part-Time Employees automatically receive basic life insurance coverage equal to 
$3,750. 

Basic Life Insurance Reduction for Active Employees Who Work Past Their 65th Birthday 

Coverage reduces by 1.1 percent each month that you work beyond your Normal Retirement 
Date, to a minimum of 1/3 of the original amount of insurance at age 65. The reductions begin on 
the 1st of the month following your 65th birthday, with each additional reduction effective on the 
first day of each subsequent month of your employment. 

Please see the insurance booklet for Basic Life Insurance Coverage in Appendix G. 

Basic Accidental Death & Dismemberment (AD&D) Insurance Coverage 

Your Coverage 

This coverage applies if you have an accident and are killed or seriously injured. Eligible Full-
Time and Part-Time Employees will automatically receive basic AD&D insurance coverage equal 
to your basic life insurance coverage amount. This coverage pays benefits in addition to other 
benefits you may receive. 

Please see the insurance booklet for Basic AD&D Insurance Coverage in Appendix G. 
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Business Travel Accident Insurance Coverage 

Your Coverage 

This coverage pays business travel accident insurance benefits if you are killed or seriously hurt 
while traveling on the Employer’s business. These benefits are in addition to any other benefits 
you may receive. Eligible Full-Time Employees automatically receive business travel accident 
insurance coverage equal to two times their Benefit Pay, with a minimum of $25,000 and a 
maximum of $750,000. Eligible Part-Time Employees automatically receive business travel 
accident insurance coverage equal to one times their Benefit Pay or $25,000, whichever is more. 

Please see the insurance booklet for Business Travel Accident Insurance Coverage in 
Appendix M. 

Optional Life and AD&D 

A covered employee may choose to buy additional insurance coverage for himself and his family by 
paying the full premium for the optional insurance. (Even though this part of the Plan offers you a choice 
of buying optional insurance, some of these coverages are not part of the “cafeteria plan” under the 
Internal Revenue Code, because you must pay for some of the optional insurance on an after-tax basis.) 

Group Universal Life (GUL) Program 

The Benefit Provided By This Feature 

(The group universal life program is not covered by ERISA, but we are listing it here for 
convenient reference.) The Group Universal Life (GUL) Program is an easy, affordable way to 
provide income protection for your family and save money for the future by combining life 
insurance with a cash accumulation account that earns tax-deferred interest. 

Your Choices 

You can choose to purchase Group Universal Life (GUL), up to four times your Benefit Pay, or 
$1,000,000 if less, through the Group Universal Life Program. 

To enroll in this program or change your coverage amount, you need to contact the GUL 
insurance carrier directly by calling Benefits Connection and selecting Group Universal Life at the 
appropriate prompt. During your initial enrollment as a new hire or a newly eligible participant, you 
must submit a statement of health if you want to enroll for any amount more than the lesser of 
one times your Benefit Pay or more than $250,000. If you want to increase your coverage at any 
time in the future, you may also be required to submit a statement of health. 

If you must submit a statement of health, the GUL insurance carrier will accept life insurance 
elections in accordance with its guidelines governing medical underwriting. The GUL insurance 
carrier solely determines the effective date of coverage once its medical review has been 
conducted. Depending upon your circumstances, approval by the GUL insurance carrier may take 
several months. During the period while the GUL insurance carrier is making its determination 
during your initial enrollment as a new hire or a newly eligible participant, you will be enrolled for 
GUL equal to the guaranteed issue amount. This amount is the lesser of one times your Benefit 
Pay or $250,000.  

Grandfathered GUL Provisions 

Individuals who were covered for amounts in excess of $1,000,000 as of December 31, 1999 
were grandfathered with that coverage amount. 
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Individuals who were covered for amounts in excess of one times pay under Additional Life 
Insurance Coverage for Part-Time Employees as of December 31, 2003 were grandfathered with 
that coverage amount. 

Monthly Payment of Premiums 

Payments for this coverage are made on an after-tax basis.  For your convenience, each month 
the Employer sends in premiums deducted from your pay on an after-tax basis and sends them to 
the GUL insurance carrier.  If you have no pay, you will be billed for your contribution by the 
insurance carrier.  If your contribution is not received for any reason within 30 days of the date 
due, GUL coverage will be discontinued. 

Information on rates for this coverage is available in Appendix J. 

Additional/Supplemental Life Insurance Coverage (Grandfathered as of 12/31/91) 

The Benefit Provided by This Feature 

The benefit provided by this feature of the Plan is the payment of premiums on a supplemental 
group life insurance contract for a closed group of employees.  

Special Eligibility Requirements 

You must have been enrolled in Additional/Supplemental Life Insurance Coverage on 12/31/91 
and have been continuously enrolled in this coverage since 12/31/91 in order to be eligible for this 
coverage. 

Your Choices 

The initial coverage amounts were frozen as of 12/31/91. The only choice available is to continue 
or discontinue coverage. Any employee who discontinues this coverage during an annual 
enrollment period or at any other time for any reason, including transfer to an ineligible location or 
becoming re-employed as a regular Full-Time Employee again after retirement, is permanently 
opting out of this coverage and will not be given the opportunity to re-enroll at any time in the 
future.  

Monthly Payment of Premiums 

The employee paid portion of the cost of this coverage is made on a pre-tax basis.  If you have no 
pay, you will be billed for your contribution.  Each month, the Employer pays the required 
insurance premium for each covered employee. Information on rates for this coverage is in 
Appendix J. 

Please see the insurance booklet for Additional/Supplemental Life Insurance coverage in 
Appendix G. 

Dependent Life Insurance Coverage 

The Benefit Provided By This Feature  

The benefit provided by this feature of the Plan is the payment of premiums on a group life 
insurance contract. 

Special Eligibility Requirements 

You must be a Full-Time Employee to purchase this coverage for your Eligible Dependents. 
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Your Choices 

This coverage lets you cover your spouse and children for life insurance benefits at favorable 
premium rates. You receive the dependent life insurance benefits in a lump sum if one of your 
Eligible Dependents dies from any cause while covered. 

If you have dependents, you can choose dependent life insurance for your spouse and children. 
Dependent life insurance pays a benefit to you in the case of a covered dependent's death. You 
may choose from the following four options: 

Option 1 Option 2 Option 3 Option 4 

$5,000 spouse $10,000 spouse $15,000 spouse $20,000 spouse 

$1,000 each 
child 

$2,000 each 
child 

$3,000 each 
child 

$4,000 each 
child 

 
If you do not enroll when first eligible, or if you would like to increase your coverage (except if you 
elect to increase your coverage by one option level during the annual enrollment period), a 
statement of health for each of your covered dependents may be required.  Coverage will 
become effective on the 1st of the month after the insurance carrier approves coverage for one or 
more of your dependents. 

Monthly Payment of Premiums 

Payments for this coverage are made on an after-tax basis. For your convenience, the Employer 
will deduct the amount owed, in accordance with the choices that you have made, from your pay 
on an after-tax basis, and the Employer will forward the premium required under the contract to 
the insurer. Information on rates for this coverage is in Appendix J.  If your contribution is not 
received for any reason within 30 days of the date due, dependent life insurance coverage will be 
discontinued. 

Please see the insurance booklet for Dependent Life Insurance Coverage in Appendix G. 

Personal Accident Insurance Coverage for Yourself 

The Benefit Provided By This Feature 

The benefit provided by this feature of the Plan is the payment of premiums on a group life and 
accidental death and dismemberment (AD&D) insurance contract. 

Special Eligibility Requirements 

You must be a Full-Time Employee to purchase this coverage. 

Your Choices 

This coverage pays benefits for certain accidental injuries or death that could happen to you 
either on or off the job. These benefits are in addition to any other Plan benefits you may be 
eligible to receive. 

You may purchase personal accident insurance coverage in $10,000 increments, up to a 
maximum of $350,000.  
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Monthly Payment of Premiums 

Payments for this coverage are made on a pre-tax basis. If you have no pay, you will be billed for 
your contribution.  Each month, the Employer pays the premium required under the contract for 
each covered employee, in accordance with the choices that you have made. Information on 
rates for this coverage is in Appendix J. 

Please see the insurance booklet for Personal Accident Insurance Coverage in Appendix G. 

Personal Accident Insurance Coverage for Your Dependents 

The Benefit Provided By This Coverage 

The benefit provided by this feature of the Plan is the payment of premiums on a group life and 
accidental death and dismemberment (AD&D) insurance contract. 

Special Eligibility Requirements 

You must be a Full-Time Employee to purchase this coverage for your Eligible Dependents. 

Your Choices 

This coverage pays benefits for certain accidental injuries or deaths that could happen to your 
dependents. These benefits are in addition to other Plan benefits you may be eligible to receive 
under the dependent life insurance coverage. 

You may purchase personal accident insurance coverage for your family in increments of 
$10,000 for your spouse and $2,000 for each of your dependent children. You may choose a 
maximum of 10 increments, which would pay a maximum of $100,000 for your spouse and 
$20,000 for each of your dependent children. 

Monthly Payment of Premiums 

Payments for this coverage are made on an after-tax basis. For your convenience, the Employer 
will deduct the amount owed, in accordance with the choices that you have made, from your pay 
on an after-tax basis, and the Employer will forward the premium required under the contract to 
the insurer. Information on rates for this coverage is in Appendix J.  If your contribution is not 
received for any reason within 30 days of the date due, personal accident insurance coverage will 
be discontinued. 

Please see the insurance booklet for Personal Accident Insurance Coverage in Appendix G. 

Beneficiary Designation 

For Basic Life Insurance, Basic Accidental Death & Dismemberment, Business Travel Accident, 
Additional/Supplemental Life, and Personal Accident Insurance Coverage for Yourself 

Your beneficiary is the person to whom the death benefits will be paid if you die while covered by the 
insurance. You are entitled to name a beneficiary for each of these coverages in which you are enrolled. 
You may name the same beneficiary for all coverages, or you may name a different beneficiary for each 
of the coverages.  Who you can name as beneficiary, how you go about naming a beneficiary, and what 
happens if you don't name a beneficiary (or your beneficiary dies before you do) are all governed by the 
insurance contract. The beneficiary for Dependent Life Insurance Coverage and Personal Accident 
Insurance Coverage for your dependents is always yourself. 
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Beneficiary designations are made via the Your Benefits Resources™ Web site, which you can access 
through ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse.  After you designate 
your beneficiaries on the Your Benefits Resources™ Web site, you will receive a Beneficiary 
Designation Authorization Form, which you must sign, date and mail to the Westinghouse 
Benefits Center within 60 days of the date on the Form, or your beneficiary designation will not be 
valid. 

Please note:  While the Westinghouse Benefits Center 
may assist you by providing a beneficiary designation 
form when you first enroll, always remember that the 
designation of your beneficiary is between you and the 
insurance carrier. 

Please note also:  If you name your spouse as 
beneficiary but then separate from your spouse or 
divorce your spouse, your beneficiary designation is 
not changed automatically. Likewise, if you name 
someone as beneficiary and that person dies, you do 
not have a beneficiary unless and until you name a new 
one. Be sure to complete and submit a new beneficiary 
designation form whenever circumstances change, so 
that your beneficiary designation will always be what 
you want. 

For Group Universal Life (GUL) 

Your beneficiary designation for GUL is a completely separate designation and is made on a completely 
different form and is sent directly to the GUL insurance carrier. 

 

http://www.mybenefitsdirectory.com/westinghouse
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Chapter 7 – Other Benefits 

Day Care Spending Account 

The Benefit Provided By This Feature 

The benefit provided by this feature is tax-free reimbursement for day care expenses. The best example 
is the cost of day care or nursery school or babysitting so that both you and your spouse can work. As 
you will see in a moment, unless your spouse is a full-time student or is incapacitated, a married 
employee cannot take advantage of this feature if the spouse doesn't work. This feature of the Plan is 
intended to be a separate written Plan for purposes of Section 129 of the Internal Revenue Code. 

What's Good About Day Care Spending Accounts 

Your day care expenses are normally paid with after-tax dollars. If you use this feature of the Plan, you 
can have those expenses paid with pre-tax dollars. You decide how much pay reduction (how much you 
would like to put into your Day Care Spending Account for the Plan Year) during your enrollment. 

Participating in the Day Care Spending Account reduces your federal income taxes and FICA taxes. It 
also reduces your state and local income taxes in most states. (Unfortunately, reimbursement of day care 
expenses is still subject to state and local income tax in some jurisdictions, including Pennsylvania.) 

How Day Care Spending Accounts Work 

If you choose during your enrollment to contribute to the Day Care Spending Account for the Plan Year, 
the enrollment agreement constitutes a contract between you and the Employer, in which you choose an 
alternative package of pay and benefits: 

• In the ordinary package of pay and benefits (that is, if you do not choose to contribute to 
the Day Care Spending Account), you get a certain amount of pay but no day care 
reimbursement. 

• In the alternative package that you get by choosing to contribute to the Day Care 
Spending Account, you get a package in which the pay is less but, in addition, you get day 
care “reimbursement” under this feature. The amount of the reduction in the pay 
component is exactly equal to the day care reimbursement (the amount that you put into 
your Day Care Spending Account) that is available under this feature of the Plan. 

It seems a little artificial, but this is how the law works: in the alternative package of pay and benefits, the 
amounts that used to be after-tax payments by the employee are now Employer payments. Since they 
are Employer payments, they are not subject to federal income tax or FICA. 

What Kinds of Expenses Can Be Reimbursed  

Under this feature of the Plan, you can be reimbursed for expenses you incur for the care of a dependent 
in your household, such as a spouse, child or parent that are necessary to enable you and your spouse, if 
married, to remain gainfully employed. They can include: 

• care for a dependent under age 13 (this includes the expense of a day care center, 
provided that it complies with all applicable state and local regulations, it provides care for 
more than 6 individuals, and it receives fees, payments or grants for any of the individuals, 
regardless of whether the center is operated for profit), 
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• care for a spouse or dependent who is physically or mentally incapable of caring for 
himself (if the services are provided outside the home, the dependent must still spend at 
least 8 hours a day in the employee's household, which means this cannot be used for the 
expense of an aging parent who resides in a nursing home), and 

• household services (such as a housekeeper or cook), provided that such services are 
related to providing day care for a dependent. 

Before you decide to pay one of your children to watch the others, keep in mind that you cannot get 
reimbursement for these expenses if they are paid to a child of yours under age 19 or to anyone else that 
you or your spouse could claim as a dependent on your federal income tax return. 

And day care assistance does not include the cost of an overnight camp or tuition for children in 
kindergarten or above. 

For purposes of the Day Care Spending Account benefit, a person is not treated as a spouse if that 
individual (1) files a separate income tax return from you, (2) maintains a separate residence from you 
during the last six months of the taxable year, and (3) does not furnish more than one-half of the cost of 
maintaining your residence. 

Day care expenses are described in section 21 of the Internal Revenue Code. The IRS publishes a 
helpful guide to reimbursable expenses called Publication 503 – Child and Dependent Care Expenses. 
You can get a free copy from the IRS by calling (800) TAX-FORM. You can also obtain Publication 503 
on the Internet at www.irs.gov. You can also contact the Spending Account Administrator if you have any 
questions about whether an expense is reimbursable under the Day Care Spending Account. 

How Much You Can Put Into Your Day Care Spending Account 

You decide how much you would like to put into your Day Care Spending Account for the Plan Year, and 
that is the amount of day care expenses incurred during that year for which you are entitled to 
reimbursement. There are just two limitations: 

• The total annual amount cannot be less than $120 per year or exceed $5,000 ($2,500 if 
you are married and file a separate federal income tax return). (Also, if you and your 
spouse both have Day Care Spending Accounts through your employers, you get one 
$5,000 limit between you, not two.) 

• You cannot get reimbursement for more than your earned income or your spouse's 
earned income, whichever is less. (If your spouse has no earned income because he or 
she is a full-time student or is incapacitated, reimbursement is still permitted up to $200 
per month if there are no children or $400 per month if there are children.) 

In deciding how much you would like, however, you will want to keep in mind this rule, which is imposed 
by the Internal Revenue Service: 

If you don't incur day care expenses during a particular Plan Year that use up the full amount that 
you put into your Day Care Spending Account for that Plan Year, the unused balance is lost 
forever. 

This rule is sometimes known as “use it or lose it,” which is an accurate description. Therefore, you 
should use this arrangement for expenses that are predictable - reasonably certain to occur and 
reasonably predictable in amount. With day care assistance, this is usually quite easy to do. 

During annual enrollment, if you don't change your Day Care Spending Account contribution amount, your 
current contribution amount will automatically be carried forward into the next Plan Year. If you want to 
change your current contribution amount for the next Plan Year, you must make your change during the 

http://www.irs.gov
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annual enrollment period through the Your Benefits Resources™ Web site, which you can access through 
ConnectBenefits On-Line at www.mybenefitsdirectory.com/westinghouse. 

The Tax Credit Alternative  

As an alternative to tax-free day care assistance, there is a tax credit in section 21 of the Internal 
Revenue Code for this same type of expenses, and you can take the tax credit without participating in this 
feature. Whether it's better to take the tax credit or use the Day Care Spending Account depends on your 
individual circumstances. 

The maximum amount of Allowable Expenses that are taken into account in determining the tax credit 
increased in 2003 to $3,000 (for one qualifying dependent) and $6,000 (for two or more qualifying 
dependents).  In addition, the tax credit now ranges between 20% and 35% of the expenses.  The 
maximum amount that can be reimbursed through the Day Care Spending Account remains fixed at 
$5,000 per year (or $2,500 in the case of a separate return). 

For most taxpayers, using the Day Care Spending Account produces greater tax benefits than the 
dependent care tax credit because the Day Care Spending Account reduces your earned income, which 
results in an increase in your earned income credit.  There are, however, exceptions to this rule; for 
example, claiming the tax credit may produce greater tax benefits where the taxpayer's W-2 income 
before Day Care Spending Account salary reductions is roughly $12,000 to $15,000.  Your Employer 
cannot offer you any personal advice on tax issues.  Please contact your tax advisor, or refer to IRS 
publication 503, to determine whether the Day Care Spending Account or the dependent care tax credit 
option is better for you. 

When To Submit Expenses For Reimbursement 

Unlike Health Care Spending Accounts, where you can be reimbursed at any time during the year for the 
full annual amount that you have committed to your Health Care Spending Account, under this feature of 
the Plan you can be reimbursed only up to the total amount of pay reduction that has accrued up to that 
point in the Plan Year. But you should submit the bill anyway. The Spending Account Administrator will 
pay as much as possible and hold the rest until additional pay reductions have accumulated to pay the 
rest. 

Submit all expenses as soon as possible - in no event later than 90 days after the end of the Plan Year. 
Pay reduction during a particular Plan Year may be used to reimburse only expenses incurred during that 
Plan Year - not from earlier years or later years. And, as you know, any unused balance at the end of the 
year is lost forever. To avoid losing it, you must use it up with expenses incurred in that same Plan Year. 
That means expenses incurred in the following year cannot be paid out of the balance remaining at the 
end of the previous year. 

Expenses are incurred when the day care is provided. This is true even if the provider does not bill you 
(or you don't pay) until later. 

EXAMPLE:  The day care center provides day care 
for your child in the month of December but 
doesn't send you a bill until January. The expense 
was incurred in the first year (not the second year) 
and can only be reimbursed from the amount of 
benefit dollars (or pay reduction) that you 
committed to the Day Care Spending Account for 
the first year. 

 

http://www.mybenefitsdirectory.com/westinghouse
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How to Submit Claims For Reimbursement 

If you are entitled to reimbursement of a day care expense under this Plan, all you have to do is file a 
claim form with the Spending Account Administrator and substantiate the claim. If you need a copy of the 
claim form, you can obtain one through the Your Benefits Resources™ Web site, the Spending Account 
Administrator’s Web site, or by calling the Spending Account Administrator. You can reach the Your 
Benefits Resources™ and the Spending Account Administrator’s Web sites through ConnectBenefits On-
Line at www.mybenefitsdirectory.com/westinghouse; you can also reach the Spending Account 
Administrator through Benefits Connection at 1-800-890-3600. 

To substantiate the claim, you have to present a bill from the day care provider showing when the care 
was rendered, the dependent for whom the care was rendered, the amount charged, and the name, 
address and taxpayer identification number (or Social Security Number) of the provider. 

The Spending Account Administrator will review your claim within 90 days of the receipt of your claim. If 
the claim is granted, the Spending Account Administrator will simply send you a check or, if you have 
submitted the proper form, will direct deposit your reimbursement into your designated account. If for 
some reason the claim is not granted, the Spending Account Administrator will notify you in writing after 
you filed the claim and point out the specific reasons and Plan provisions on which the denial is based, 
describe any additional information needed to complete the claim, and describe the appeal procedure. 

No later than January 31 of each year, the Spending Account Administrator will give you a statement 
showing the amount of reimbursement for day care assistance that you received under this feature of the 
Plan during the previous year. 

When Your Employment Terminates 

When your employment terminates, you are no longer eligible to make contributions to the Day Care 
Spending Account. You can continue to get reimbursement (up to the accumulated balance of your pay 
reductions) for expenses incurred prior to the termination of your employment, but not for expenses 
incurred after that date. 

Funding 

This feature of the Plan – reimbursement for day care expenses – is not funded or insured in any way. In 
return for your commitment of pay reduction to day care reimbursement, what you get is the Employer's 
contractual obligation to reimburse you for day care expenses under the terms of this Plan. These 
reimbursements are paid from the Employer's general assets; they are not covered by any insurance 
contract and are not paid from any trust. 

Long-Term Care Insurance Coverage 

The Benefit Provided By This Feature 

The benefit provided by this feature of the Plan is the payment of premiums on an insured long-term care 
coverage contract. 

Special Eligibility Requirements 

You must be a Full-Time Employee to purchase this coverage. 

Your Choices 

You may choose to purchase long-term care insurance for yourself and for certain eligible relatives 
described below. Generally speaking, long-term care insurance coverage offers benefits that go beyond 
medical care and nursing care to provide the assistance a person would need if the person has a chronic 

http://www.mybenefitsdirectory.com/westinghouse
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illness or disability that leaves the person unable to care for himself or herself for an extended period of 
time. 

The long-term care insurance coverage offers three options for long-term care insurance. These options, 
which differ by the maximum daily benefit and corresponding lifetime maximum benefit, are described in 
detail in the literature prepared by the insurance carrier, which is attached as Appendix O. You may 
purchase long-term care coverage for any or all of the following individuals: you; your spouse; your 
parent(s); your in-law(s); your grandparent(s); and/or your spouse's grandparent(s). We refer to each of 
these people as an "eligible relative.” The amount of the premium that you will pay depends on the age of 
the person covered by the long-term care insurance. 

Unless you are continuing the long-term care insurance coverage that you obtained for yourself or an 
eligible relative through the prior long-term care insurance carrier, or you enroll yourself during the initial 
enrollment period which is 31 days from the date your Enrollment Notice is generated, you will be 
required to submit a statement of good health with respect to the person for whom the long-term care 
insurance coverage is sought before that person will be enrolled in the coverage option selected. 

The long-term care insurance carrier will accept long-term care insurance elections in accordance with its 
guidelines governing medical underwriting. The long-term care insurance carrier solely determines the 
effective date of coverage once its medical review has been conducted. Depending upon circumstances, 
the long-term care insurance carrier may take several months to determine whether a person is eligible 
for long-term care insurance coverage. 

Grandfathered Long-Term Care Provisions 

If you were enrolled in long-term care through the prior long-term care insurance carrier, your rates will be 
based on your age at the time you enrolled with the prior carrier. 

Monthly Payment of Premiums 

Rates for long-term care insurance are age-related. Premiums for your own and your spouse's coverage 
can be payroll-deducted on an after-tax basis. Premiums for your and your spouse's coverage if you are 
not receiving a paycheck, and premiums for your parents, parents-in-law, grandparents and/or 
grandparents-in-law will be billed directly by the insurance carrier. Any long-term care insurance will 
terminate if you fail to pay the premium due for the long-term care insurance within the time specified in 
the insurer's literature. 

Please see the group insurance contract and group application for Long-Term Care Insurance Coverage 
in Appendix O for more information. 
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Chapter 8 – How Changes In Your Employment 
Situation Affect Your Participation in Your Benefit 

Coverages 
This section contains summaries of extensions, if any, of the benefits that may be continued during 
certain events. 

Continuation of coverage, whether Company Continuation or COBRA, can only occur if the employee is 
enrolled in coverage on the day before the event. If the employee is not enrolled in coverage on the day 
before an event, the employee cannot continue coverage, as there is no coverage to continue. 

When one of the events listed below occurs, your coverage(s) either stop at midnight on your last day 
worked, continue under Company Continuation if you pay any required contributions, or continue under 
COBRA if you elect it and pay any required contributions. The charts below give you more information 
about what happens to each benefit coverage when certain events occur. 

If You Are On an Approved Unpaid Leave of Absence 

This section contains summaries of the extension, if any, of the benefits that may be continued during 
your Leave of Absence (please see the definition of Leave of Absence in Appendix B). During your Leave 
of Absence, if another employer's plan covers you and your dependents, your benefits under the Plan will 
be reduced by the other employer's benefits. 

Family and Medical Leave (FMLA)* 

Medical and Dental 
Coverage 

Coverage automatically continues, if you are enrolled, for yourself and your Eligible 
Dependents during the length of your FMLA as long as you pay the active employee 
contributions in advance. 
If you are a regular Full-Time Employee who opted out of medical coverage, and 
therefore received opt-out credits while an active employee, you will not receive these 
opt-out credits while you are on your FMLA. 

Employee Assistance 
Program 

Coverage automatically continues for yourself and your Eligible Dependents during the 
length of your FMLA. 

Accident & Sickness 
Benefit Coverage 

Income benefit continues, if applicable. 

Long-Term Disability 
Benefit Coverage 

Coverage automatically continues, if you are enrolled, for the length of your FMLA as 
long as you pay the active employee contributions in advance. 

Basic Life Insurance 
Coverage and Basic 
AD&D Insurance 
Coverage 

Coverage continues during the length of your FMLA. 

Business Travel Accident 
Insurance Coverage 

Coverage ends at midnight on your last day worked. 

Additional/Supplemental 
Life Insurance Coverage 

 

If enrolled, coverage continues during the length of your FMLA by paying the required 
contribution in advance. If you do not continue your additional/supplemental life 
insurance coverage during your FMLA, you will not be given the opportunity to re-
enroll for this coverage upon your return or at any time in the future. 
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Group Universal Life 

 

If enrolled, you may continue GUL directly through the GUL insurance carrier during 
your FMLA according to the provisions of that coverage. The GUL insurance carrier 
will bill you for the cost of your coverage. 

Dependent Life Insurance 
Coverage 

If enrolled, coverage continues during the length of your FMLA by paying the 
required contribution in advance. 

Personal Accident 
Insurance Coverage for 
Yourself and Your 
Dependents 

If enrolled, coverage continues during the length of your FMLA by paying the 
required contribution in advance. 

Long-Term Care 
Insurance Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly 
through the LTC insurance carrier according to the provisions of that coverage.  The 
LTC insurance carrier will bill you for the cost of your coverage. 

Health Care Spending 
Account 

If you participated in the Health Care Spending Account immediately prior to your 
FMLA, you may continue to contribute to your Account for the duration of your FMLA, 
until the end of the calendar year, by paying the required contribution on an after-tax 
basis. The Billing Administrator will bill you for your contributions. 
You may also choose to not make Health Care Spending Account contributions after 
you begin your FMLA. If you choose not to make further contributions, you will only be 
able to submit claims for reimbursement of expenses that were incurred before your 
FMLA began and during the same calendar year as your FMLA began. Contact the 
Westinghouse Benefits Center to discontinue these contributions. 

If you return to work before the end of the calendar year in which your FMLA began, 
your Health Care Spending Account contributions will be automatically reinstated upon 
your return. 

Day Care Spending 
Account 

No additional contributions to the Day Care Spending Account are permitted after you 
begin your FMLA. You may continue to have access to your Account for eligible 
expenses (i.e., expenses that you incurred to enable you and your spouse (if married) 
to work) incurred during the calendar year in which you begin your FMLA, up to the 
balance remaining in your Account. If you return to work before the end of the calendar 
year in which your FMLA began, your Day Care Spending Account contributions will 
be automatically reinstated upon your return. 

 

*If you are on a leave to which you are entitled under the federal Family and Medical Leave Act of 1993, you 
will not be considered to have ceased active employment under any coverage of the Plan that constitutes 
a “group health plan” as long as you are on a leave to which you are entitled by the FMLA. 

Personal/Educational Leave of Absence 

Medical and Dental 
Coverage 

Coverage ends at midnight on your last day worked. You may continue these 
coverages for yourself and your Eligible Dependents through COBRA, paying active 
rates for the first (12) months and full COBRA rates thereafter until the COBRA 
continuation period expires. 

If you are a regular Full-Time Employee who opted out of medical coverage, and 
therefore received opt-out credits while an active employee, you will not receive these 
opt-out credits while you are on your Leave of Absence. 

Employee Assistance 
Program 

Coverage ends at midnight on your last day worked. You may continue this coverage 
for yourself and your Eligible Dependents through COBRA. 
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Accident & Sickness 
Benefit Coverage and 
Long-Term Disability 
Benefit Coverage 

Coverage ends at midnight on your last day worked. 

Basic Life Insurance 
Coverage 

Coverage continues during your Leave of Absence for up to 1 year.  Conversion 
available after coverage ends. 

Basic AD&D Insurance 
Coverage 

Coverage continues during your Leave of Absence for up to 1 year. 

Business Travel Accident 
Insurance Coverage 

Coverage ends at midnight on your last day worked. 

Additional/Supplemental 
Life Insurance Coverage 

If enrolled, coverage continues during your Leave of Absence for up to 1 year by 
paying the required contribution in advance. If you do not continue your 
additional/supplemental life insurance coverage during your Leave of Absence, you 
will not be given the opportunity to re-enroll for this coverage upon your return or at 
any time in the future. Conversion available after coverage ends. 

Group Universal Life If enrolled, you may continue GUL directly through the GUL insurance carrier during 
your Leave of Absence according to the provisions of that coverage. The GUL 
insurance carrier will bill you for the cost of your coverage. 

Dependent Life Insurance 
Coverage 

If enrolled, coverage continues during your Leave of Absence for up to 1 year by 
paying the required contribution in advance. Conversion available after coverage ends. 

Personal Accident 
Insurance Coverage for 
Yourself and Your 
Dependents 

Coverage ends at midnight on your last day worked. 

Long-Term Care 
Insurance Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly 
through the LTC insurance carrier according to the provisions of that coverage.  The 
LTC insurance carrier will bill you for the cost of your coverage. 

Health Care Spending 
Account 

If you participated in the Health Care Spending Account immediately prior to your 
Leave, you may continue to contribute to your Account for the balance of the calendar 
year if you elect COBRA and pay the required COBRA premium. 
If you choose not to make further contributions through COBRA, you will only be able 
to submit claims for reimbursement of expenses that were incurred before your Leave 
began and during the same calendar year as your Leave began.  
If you return to work before the end of the calendar year in which your Leave began, 
your Health Care Spending Account contributions will be automatically reinstated upon 
your return. 

Day Care Spending 
Account 

No additional contributions to the Day Care Spending Account are permitted after you 
begin your Leave of Absence. You may continue to have access to your Account for 
eligible expenses (i.e., expenses that you incurred to enable you and your spouse (if 
married) to work) that you incurred during the calendar year in which you begin your 
Leave of Absence, up to the balance remaining in your Account. If you return to work 
before the end of the calendar year in which your Leave of Absence began, your Day 
Care Spending Account contributions will be automatically reinstated upon your return. 
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Note:  For any coverage that you are eligible to continue under COBRA, coverage will stop at midnight on 
your last day worked unless you timely elect and pay for COBRA coverage after you receive your COBRA 
notification from the COBRA Administrator. If you timely elect and pay for COBRA coverage, your 
coverage will be reinstated back to the termination date. 

For Part-Time Employees, benefits during a Personal/Educational Leave of Absence are as 
described in the chart above except that: 

• Medical and dental coverage and the Employee Assistance Program: Coverage ends at 
midnight on your last day worked. You may continue these coverages for yourself and your 
Eligible Dependents through COBRA, paying full COBRA rates until the COBRA continuation 
period expires. 

• Basic Life Insurance Coverage: Coverage ends at midnight on your last day worked. You 
may apply for an individual converted life insurance policy if you apply to the insurance carrier 
and pay for the coverage within 31 days after coverage stops. 

• Basic Accidental Death & Dismemberment Insurance Coverage: Coverage ends at 
midnight on your last day worked. 
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Any Other Type of Leave of Absence** 

Medical and Dental 
Coverage 

Coverage ends at midnight on your last day worked. You may continue these 
coverages for yourself and your Eligible Dependents through COBRA, paying active 
rates for the length of your Leave. 

If you are a regular Full-Time Employee who opted out of medical coverage, and 
therefore received opt-out credits while an active employee, you will not receive these 
opt-out credits while you are on your Leave of Absence. 

Employee Assistance 
Program 

Coverage ends at midnight on your last day worked. You may continue this coverage 
for yourself and your Eligible Dependents through COBRA at no cost for the length of 
your Leave. 

Accident & Sickness 
Benefit Coverage and 
Long-Term Disability 
Benefit Coverage 

Coverage ends at midnight on your last day worked. 

Basic Life Insurance 
Coverage and Basic 
AD&D Insurance 
Coverage 

Coverage continues during your Leave of Absence. 

Business Travel Accident 
Insurance Coverage 

Coverage ends at midnight on your last day worked. 

Additional/Supplemental 
Life Insurance Coverage 

If enrolled, coverage continues during your Leave of Absence by paying the required 
contribution in advance. If you do not continue your additional/supplemental life 
insurance coverage during your Leave of Absence, you will not be given the 
opportunity to re-enroll for this coverage upon your return or at any time in the future.  

Group Universal Life If enrolled, you may continue GUL directly through the GUL insurance carrier during 
your Leave of Absence according to the provisions of that coverage. The GUL 
insurance carrier will bill you for the cost of your coverage. 

Dependent Life Insurance 
Coverage 

If enrolled, coverage continues during your Leave of Absence by paying the required 
contribution in advance. 

Personal Accident 
Insurance Coverage for 
Yourself and your 
Dependents 

If enrolled, coverage continues during your Leave of Absence by paying the required 
contribution in advance. 

Long-Term Care 
Insurance Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly 
through the LTC insurance carrier according to the provisions of that coverage.  The 
LTC insurance carrier will bill you for the cost of your coverage. 
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Health Care Spending 
Account 

 

If you participated in the Health Care Spending Account immediately prior to your 
Leave, you may continue to contribute to your Account for the balance of the calendar 
year through COBRA if you elect COBRA and pay the required COBRA premium. 
If you choose not to make further contributions through COBRA, you will only be able 
to submit claims for reimbursement of expenses that were incurred before your Leave 
began and during the same calendar year as your Leave began. 
If you return to work before the end of the calendar year in which your Leave began, 
your Health Care Spending Account contributions will be automatically reinstated upon 
your return. 

Day Care Spending 
Account 

 

No additional contributions to the Day Care Spending Account are permitted after you 
begin your Leave of Absence. You may continue to have access to your Account for 
eligible expenses (i.e. expenses that you incurred to enable you and your spouse (if 
married) to work) incurred during the calendar year in which you begin your Leave of 
Absence, up to the balance remaining in your Account. If you return to work before the 
end of the calendar year in which your Leave of Absence began, your Day Care 
Spending Account contributions will be automatically reinstated upon your return. 

 

** If you are absent due to military service, you will be considered on Leave of Absence and treated the 
same as any other employee on Leave of Absence with regard to any coverage of the Plan where benefits 
do not depend on length of service unless and until you knowingly give written notice of intent not to return 
in accordance with the federal Uniformed Service Employment and Reemployment Rights Act of 1994. 

Note:  For any coverage that you are eligible to continue under COBRA, coverage will stop at midnight on 
your last day worked unless you timely elect and pay for COBRA coverage after you receive your COBRA 
notification from the COBRA Administrator. If you timely elect and pay for COBRA coverage, your 
coverage will be reinstated back to the termination date. 

For Part-Time Employees, benefits during any other type of Leave of Absence are as described in 
the chart above except that: 

• Medical and dental coverage and the Employee Assistance Program: Coverage ends at 
midnight on your last day worked. You may continue these coverages for yourself and your 
Eligible Dependents through COBRA, paying full COBRA rates until the COBRA continuation 
period expires. 

• Basic Life Insurance Coverage: Coverage ends at midnight on your last day worked. You 
may apply for an individual converted life insurance policy if you apply to the insurance carrier 
and pay for the coverage within 31 days after coverage stops. 

• Basic Accidental Death & Dismemberment Insurance Coverage: Coverage ends at 
midnight on your last day worked. 
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When You Return From Your Leave of Absence 

If you return to work in the same calendar year as when your Leave of Absence began, you will be 
reinstated in the same health and welfare benefit elections that you had as an active employee. This 
includes all the health and welfare benefits that you had as an active employee, even those that you may 
not have continued while on your Leave of Absence. The only exceptions to this are as follows: If you are 
a Full-Time Employee who chose not to continue Additional/Supplemental Life Insurance during your 
Leave of Absence, you are not permitted to re-enroll in this coverage when you return from your Leave of 
Absence or at any time in the future. Also, if you did not continue certain life and disability coverages 
while on your Leave of Absence, a statement of health may be required to re-enroll in those coverages 
upon your return to work. 

If you return to work in a different calendar year from when your Leave of Absence began, you will 
receive an Enrollment Notice when you return to work. You have 31 days from the date of your 
Enrollment Notice to re-enroll for benefits via the Your Benefits Resources Web site. If you do not 
re-enroll for benefits during this 31-day period, the benefits that you last had as an active employee will 
be reinstated. 
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If You Become Disabled 

This section contains summaries of the extension, if any, of the benefits that may be continued if you 
cannot work due to a Total Disability.  

You must call the Total Disability Management Administrator as described in Chapter 5 and in 
Appendices H and I within 7 days of your first workday missed in order to be eligible for the maximum 
benefits during your Total Disability. 

If you do not return to work within 24 months from your last day worked, your employment with the 
Employer will be terminated. Your benefits coverage may continue after the termination of your 
employment as described in this section. If you are eligible to Retire before your employment is 
terminated (i.e., 24 months from your last day worked), you must inform your local human resources 
office that you want to Retire before your employment is terminated. After your employment is 
terminated, you cannot go back and Retire as an active employee; thus, for example, if you do not Retire 
as an active employee, you will not be eligible for retiree medical and dental coverage. 

Medical Coverage Through Company Continuation, if you are enrolled, coverage automatically continues 
for yourself and your Eligible Dependents during your Total Disability for 6 months or 
the length of the salary continuation period if longer, then COBRA.  No contributions 
are required for the period of salary continuation paid at 50%, during the period of 
Accident & Sickness Benefit Coverage payments, and for the first 18 months on 
COBRA.  COBRA continues for another 12 months (to 36 months from last day 
worked) by paying active rates. 

If you are Totally Disabled because of an Employer work-related sickness or injury, 
workers’ compensation will be the primary payer for medical expenses relating to that 
sickness or injury and the Plan’s medical coverage will be considered the secondary 
payer for medical expenses relating to that sickness or injury. 

If it is determined by the insurance carrier that you are Totally and Permanently 
Disabled, and you have at least ten years of Eligibility Service, please see the section 
entitled “If You Become Totally and Permanently Disabled” on page 62 of this 
document. 

If you are a regular Full-Time Employee who opted out of medical coverage, and 
therefore received opt-out credits while an active employee, you will not receive these 
opt-out credits while you are disabled. 

Dental Coverage Through Company Continuation, if you are enrolled, coverage automatically continues 
for yourself and your Eligible Dependents during your Total Disability for 6 months or 
the length of the salary continuation period if longer, then COBRA.  No contributions 
are required for the period of salary continuation paid at 50%, during the period of 
Accident & Sickness Benefit Coverage payments, and for the first 18 months on 
COBRA.  COBRA continues for another 12 months (to 36 months from last day 
worked) by paying active rates. 

Employee Assistance 
Program 

Through Company Continuation, coverage automatically continues for yourself and 
your Eligible Dependents during your Total Disability for 6 months or the length of the 
salary continuation period if longer, then COBRA, paying full COBRA rates until the 
COBRA continuation period expires. 

Accident & Sickness 
Benefit Coverage 

If you are approved for benefits under this coverage, you will continue to receive 
whatever accident and sickness benefits you are eligible to receive as long as you 
remain Totally Disabled, as determined by the insurance carrier, but not beyond the 
maximum benefit period (26 weeks). 
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Long-Term Disability 
Benefit Coverage 

If you are enrolled in Long-Term Disability Benefit Coverage and you are approved for 
benefits, you will receive long-term disability benefits as long as you remain Totally 
Disabled, as determined by the insurance carrier. The Employer pays for the cost of 
coverage after your pay or wages stop. 

The Long-Term Disability Benefit Coverage provides that benefits are not payable for 
disabilities that began during your first year of service with the Employer, if you were 
treated for the condition before you were covered by the long-term disability coverage. 
The insurance carrier for the disability programs will determine if benefits are payable 
in accordance with the provisions of the insurance contract. 

Basic Life Insurance 
Coverage 

If you have less than one year of Eligibility Service or are age 65 or older when your 
disability begins: 

Coverage continues as long as you are Totally Disabled, but not more than 1 year 
from your last day worked. You may then apply for an individual converted life 
insurance policy if you apply to the insurance carrier and pay for the coverage within 
31 days after coverage stops. 

If you have at least one year but less than 10 years of Eligibility Service and are under 
65 years old when your disability begins: 

Coverage continues as long as you are Totally Disabled up to the 1st of the month 
after your 65th birthday. You may then apply for an individual converted life insurance 
policy if you apply to the insurance carrier and pay for the coverage within 31 days 
after coverage stops.  

If you have at least 10 years of Eligibility Service and are under 65 years old when 
your disability begins: 

Coverage continues as long as you are Totally Disabled including past your 65th 
birthday but reduces by 5% each month after age 65, beginning on the 1st of the 
month following your 65th birthday, until your basic life insurance benefit is 1/3 of the 
amount you had immediately prior to your 65th birthday or $2,500, whichever is more. 

To continue receiving these benefits, you must give proof of your Total Disability to the 
insurance carrier when asked. 

Basic AD&D Insurance 
Coverage 

Coverage continues for 12 months as long as you remain Totally Disabled. 

 

Business Travel Accident 
Insurance Coverage 

Coverage ends at midnight on your last day worked. 
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Additional/Supplemental 
Life Insurance Coverage 

If you have less than 10 years of Eligibility Service: 

If enrolled, coverage continues in full until you reach age 65 as long as you remain 
Totally Disabled. The Employer pays for the cost of coverage after your pay or wages 
stop. When coverage ends, you may apply for an individual converted life insurance 
policy if you apply to the insurance carrier and pay for the coverage within 31 days 
after coverage stops.  

If you have at least ten years of Eligibility Service: 

If enrolled, coverage continues in full until you reach age 65 as long as you remain 
Totally Disabled. The Employer pays for the cost of coverage after your pay or wages 
stop. When you reach age 65, your coverage reduces by 5% each month until your 
benefit is 1/3 of the original amount in effect on December 31, 1991.  

If your Total Disability ends and you do not return to work for the Employer, you may 
apply for an individual converted life insurance policy if you apply to the insurance 
carrier and pay for the coverage within 31 days after coverage stops.  

Group Universal Life If enrolled, you may continue GUL directly through the GUL insurance carrier 
according to the provisions of that coverage. The GUL insurance carrier will bill you for 
the cost of your coverage. 

Dependent Life Insurance 
Coverage 

If enrolled, coverage continues for 12 months as long as you remain Totally Disabled. 
The Employer pays for the cost of coverage after your pay or wages stop. After 
coverage stops, you may apply for an individual converted life insurance policy if you 
apply to the insurance carrier and pay for the coverage within 31 days after coverage 
ends.  

Personal Accident 
Insurance Coverage for 
Yourself and Your 
Dependents 

If enrolled, coverage continues for 12 months as long as you remain Totally Disabled. 
No contributions are required after your pay or wages stop. 

Long-Term Care 
Insurance Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly 
through the LTC insurance carrier according to the provisions of that coverage.  The 
LTC insurance carrier will bill you for the cost of your coverage. 

Health Care Spending 
Account 

Company Continuation for 6 months, or length of salary continuation period if longer 
by paying active contribution rate (payroll deduction for period of salary continuance; 
direct billed for contributions during period of Accident and Sickness); then COBRA, 
paying full COBRA rate until the end of the calendar year. 

If you choose not to make further contributions through COBRA, you will only be able 
to submit claims for reimbursement of expenses that were incurred through the end of 
the Company Continuation period or, if longer, the salary continuation period, and in 
the same calendar year as the longer of the Company Continuation period or the 
salary continuance period. 

If you return to work before the end of the calendar year in which your disability began, 
your Health Care Spending Account contributions will be automatically reinstated upon 
your return. 
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Day Care Spending 
Account 

No additional contributions to the Day Care Spending Account are permitted after your 
disability begins. You may continue to have access to your Account for eligible 
expenses (i.e., expenses that you incurred to enable you and your spouse (if married) 
to work) incurred during the calendar year in which your disability began, up to the 
balance remaining in your Account. If you return to work before the end of the calendar 
year in which your disability began, your Day Care Spending Account contributions will 
be automatically reinstated upon your return. 

Note:  Total Disability provisions continue as long as you remain Totally Disabled as certified by the Total 
Disability Management Administrator.  (Exception: If you are Laid-Off or Permanently Separated while on 
disability, Layoff or Permanent Separation provisions described on pages 67-70 apply on the date of 
Layoff or Permanent Separation.) 

All benefit deductions continue during the period of 100% salary continuation; the Employer pays Long-
Term Disability premiums and imputes income during periods of 50% salary continuation, Accident and 
Sickness, and Long-Term Disability. You are automatically enrolled in COBRA coverage after 6 months 
or, if longer, after the salary continuation period. If you do not want COBRA coverage for all or part of 
your health care coverage continuation under COBRA (medical, dental, the Employee Assistance 
Program and the Health Care Spending Account), you need to notify the COBRA Administrator. 

For Part-Time Employees, benefits during a Total Disability are as described in the chart above 
except that: 

• Medical and dental coverage: Company Continuation for 6 months, or length of salary continuation 
period if longer; then COBRA, paying full COBRA rate until COBRA continuation period expires. No 
contributions for period of salary continuation paid at 50%. 

• Basic Life Insurance Coverage: Company Continuation for 6 months, or length of salary 
continuation period if longer.  Conversion available when coverage ends. 

• Basic Accidental Death & Dismemberment Insurance Coverage: Coverage ends at midnight on 
your last day worked. 

When You Return From Your Total Disability 

If you return to work in the same calendar year as when your Total Disability began, you will be reinstated 
in the same health and welfare benefit elections as you had as an active employee. This includes all the 
health and welfare benefits that you had as an active employee, even those that you may not have 
continued while you were Totally Disabled. The only exceptions to this are as follows: If you are a Full-
Time Employee who chose not to continue Additional/Supplemental Life Insurance during your Total 
Disability, you are not permitted to re-enroll in this coverage when you return from disability or at any time 
in the future. If you did not continue certain life and disability coverages while you were Totally Disabled, 
a statement of health may be required to re-enroll in those coverages upon your return to work. 

If you return to work in a different calendar year from when your disability began, you will receive an 
Enrollment Notice when you return to work. You have 31 days from the date of your Enrollment Notice to 
re-enroll for benefits via the Your Benefits Resources Web site. If you do not re-enroll for benefits during 
this 31-day period, the benefits that you last had as an active employee will be reinstated. 

If You Become Totally and Permanently Disabled 

If you are certified as Totally and Permanently Disabled by the insurance carrier, the only provision that is 
different from those described in the section “If You Become Disabled” on page 59 of this document 
relates to medical coverage. The special provisions relating to medical coverage for those who are Totally 
and Permanently Disabled are described below. 
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Medical Coverage 

When your medical coverage ends, as described in the section “If You Become Disabled” on 
page 59 of this document, you and your spouse may be eligible for Special Programs with 
Medicare (SPM). To be eligible for SPM, you must: 

• Have at least 10 years of Eligibility Service; 

• Be under age 65 at the time your disability occurs; and 

• The Total Disability insurance carrier must determine that your disability is Total 
and Permanent. 

Please see the definition of Total and Permanent Disability in Appendix B. SPM is available 
whether or not you or your spouse are eligible for Medicare and is effective after the disability 
medical coverage provisions, described previously on page 59, ends. 

Special Programs with Medicare (SPM) 

If you are eligible, you and your spouse are automatically enrolled in SPM. If you do not want 
SPM coverage, call the Westinghouse Benefits Center to discontinue coverage; however, if you 
stop SPM for any reason at any time, you cannot re-enroll in that coverage at any time in the 
future. 

The “special programs” under SPM are the prescription drug program and the hospital program.  

• Prescription Drug Program 

— This program provides benefits for prescription drugs and medicines. Benefits will be 
paid for covered prescription drugs that are Medically Necessary and Appropriate for 
treatment of a sickness or injury that is not Job-Related. Covered prescription drugs 
must be prescribed in writing by a doctor and dispensed by a licensed pharmacist.  

— Prescription drug coverage is provided through a Network Administrator, and the 
Network Administrator’s pharmacies must be used in order to receive the highest 
benefit. You will be reimbursed according to the SPM benefit schedule in Appendix 
C. 

No Deductible is required for covered prescription drugs.  

Covered and Non-Covered Prescription Drugs and Services: 

— Prescription drug coverage does not pay for the services that are listed in Appendix 
E. The list of non-covered services, which is determined by the Network 
Administrator, is subject to change without advance notice. If you are uncertain 
whether a prescription drug is covered, please contact the Network Administrator. 

— For prescription drug coverage details, please refer to Appendix C. 

Out-of-Network Retail Benefits: 

— If you choose to go to an out-of-network retail pharmacy, you must pay the full cost of 
the prescription at the time of purchase. Then you must submit a claim form with the 
required information to the Network Administrator. You will be reimbursed according 
to the benefit schedule in Appendix C. 
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• Hospital Program 

— This program pays benefits for hospital confinements for sickness or injury that is not 
Job-Related. The benefit is $600 for the first day of hospital confinement that occurs 
within a Benefit Period (see Appendix B for the definition of Benefit Period), up to a 
combined Lifetime Maximum of $60,000 for you and your spouse. 

— If you stay in a government tuberculosis hospital or government psychiatric hospital, 
the hospital program pays $10 per day after your Medicare benefits run out. 

— If you or your spouse cannot receive Medicare benefits because you live or travel 
outside the United States, the hospital program provides coverage for expenses 
normally covered by medical coverage for hospital, surgical and X-ray and lab exam 
expenses. Each calendar year, you must first pay $25 of any covered medical bills 
you have. After that, the hospital program pays up to $225 of covered charges in full, 
plus 85% of covered charges over $225. These benefits count toward the $60,000 
combined hospital program limit described above. 

— If you die before reaching this $60,000 combined maximum, your spouse can 
continue to receive these benefits until the $60,000 combined Lifetime Maximum is 
reached. 
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If You Voluntarily Quit or Your Employment is Involuntarily 
Terminated (not Layoff or Permanent Separation) 

Medical and Dental 
Coverage and the 
Employee Assistance 
Program 

Coverage ends at midnight on your last day worked.  You may continue coverage for 
yourself and your Eligible Dependents through COBRA, paying full COBRA rates until 
the COBRA continuation period expires. 

Accident & Sickness 
Benefit Coverage, Long-
Term Disability Benefit 
Coverage, Basic AD&D 
Insurance Coverage, 
Business Travel Accident 
Insurance Coverage, 
Personal Accident 
Insurance Coverage for 
Yourself and Your 
Dependents 

Coverage stops at midnight on the last day worked. 

Basic Life Insurance 
Coverage, 
Additional/Supplemental 
Life Insurance Coverage, 
Dependent Life Insurance 
Coverage 

Coverage ends at midnight on your last day worked.  You may apply for an individual 
converted life insurance policy if you apply to the insurance carrier and pay for the 
coverage within 31 days after coverage stops. 

Group Universal Life If enrolled, you may continue GUL directly through the GUL insurance carrier 
according to the provisions of that coverage. The GUL insurance carrier will bill you for 
the cost of your coverage. 

Long-Term Care 
Insurance Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly 
through the LTC insurance carrier according to the provisions of that coverage.  The 
LTC insurance carrier will bill you for the cost of your coverage. 

Health Care Spending 
Account 

If you participated in the Health Care Spending Account immediately prior to your last 
day worked, you may continue to contribute to your Account for the balance of the 
calendar year through COBRA. 
If you choose not to make further contributions through COBRA, you will only be able 
to submit claims for reimbursement of expenses that were incurred in the calendar 
year in which your last day worked occurred, and which were incurred before your last 
day worked. 

Day Care Spending 
Account 

No additional contributions to the Day Care Spending Account are permitted after your 
last day worked.  You may continue to have access to your Account for eligible 
expenses (i.e., expenses that you incurred to enable you and your spouse (if married) 
to work) incurred during the calendar year in which your last day worked occurred, up 
to the balance remaining in your Account. 
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If You Are Furloughed 

Benefit coverages continue during a Furlough period according to the following provisions: 

Medical and Dental 
Coverage 

If enrolled, coverage continues for the period of Furlough. Retroactive deductions are 
taken upon return to active employment. 

Employee Assistance 
Program 

Coverage continues for the period of Furlough. 

Accident & Sickness 
Benefit Coverage 

Coverage continues for the period of Furlough. If you become Totally Disabled while 
on Furlough, you may receive A&S benefits as long as unemployment compensation 
is not received. 

Long-Term Disability 
Benefit Coverage 

If enrolled, coverage continues for the period of Furlough. Retroactive deductions are 
taken upon return to active employment. 

Basic Life Insurance 
Coverage, Basic AD&D 
Insurance Coverage, and 
Business Travel Accident 
Insurance Coverage 

Coverage continues for the period of Furlough. 

Additional/Supplemental 
Life Insurance Coverage 

If enrolled, coverage continues for the period of Furlough. Retroactive deductions are 
taken upon return to active employment. 

Group Universal Life If enrolled, you may continue GUL directly through the GUL insurance carrier 
according to the provisions of that coverage. The GUL insurance carrier will bill you for 
the cost of your coverage. 

Dependent Life Insurance 
Coverage 

If enrolled, coverage continues for the period of Furlough. Retroactive deductions are 
taken upon return to active employment. 

Personal Accident 
Insurance Coverage for 
Yourself and Your 
Dependents 

If enrolled, coverage continues for the period of Furlough. Retroactive deductions are 
taken upon return to active employment. 

Long-Term Care 
Insurance Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly 
through the LTC insurance carrier according to the provisions of that coverage. The 
LTC insurance carrier will bill you for the cost of your coverage. 

Health Care and Day Care 
Spending Accounts 

If enrolled, Spending Accounts continue for the period of Furlough.  Retroactive 
deductions are taken upon return to active employment. 
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If You Are Laid-Off or Permanently Separated 

You may receive certain benefits if you are an eligible employee who is Laid-off or Permanently 
Separated. 

IMPORTANT NOTE: If you drop coverage for yourself, you can never re-enroll in coverage for any 
reason (including qualifying life events) at any time in the future. You must be enrolled in 
coverage for any Eligible Dependents to be enrolled in coverage. 

 

 

If you have less than 
3 years of Eligibility 

Service 

If you have at least 3 years 
but less than 25 years 

Eligibility Service 
If you have 25 or more years of Eligibility 

Service 

Medical 
Coverage 

Coverage ends at 
midnight on your last day 
worked.  You may 
continue coverage for 
yourself and your Eligible 
Dependents through 
COBRA, paying full 
COBRA rates until the 
COBRA continuation 
period expires. 

 

Coverage ends at midnight on 
your last day worked. You may 
continue coverage for yourself 
and your Eligible Dependents 
through COBRA, paying active 
rates for the first (12) months; 
and full COBRA rates 
thereafter until the COBRA 
continuation period expires. 

Through Company Continuation, if you are 
enrolled, coverage automatically continues for 
yourself and your Eligible Dependents if you 
pay the required contribution for this coverage 
in advance each month.  The required 
contribution is determined by the Employer as 
a monthly amount that will equal the active 
rate for the first (12) months and thereafter 
will equal 50% of the Employer’s total cost of 
coverage applicable for that year.  The cost 
will change annually based on the estimated 
total cost of coverage for that Plan Year.   

Coverage for your dependent children may be 
continued while they remain eligible for 
coverage under the Plan.  If you should die, 
your surviving Eligible Dependents may 
continue coverage according to Plan 
provisions by continuing to pay, in advance 
each month, the required contribution for the 
coverage elected.  The required contribution 
for this coverage will be an amount that will 
equal the active rate for the first (12) months 
after the Layoff or Permanent Separation date 
and thereafter will equal 50% of the 
Employer’s total cost of coverage that is 
applicable for that year. The cost will change 
annually based on the estimated total cost of 
coverage for that Plan Year.   

You may continue coverage for yourself until 
you are eligible for Medicare.  Similarly, you 
may continue coverage for your spouse until 
your spouse is eligible for Medicare; however, 
after you become eligible for Medicare, you 
must continue to be enrolled in the Plan for 
your spouse to be eligible for coverage.  
When you or your spouse becomes eligible 
for Medicare, you may choose coverage for 
the Medicare-eligible individual under Special 
Programs with Medicare (SPM) by paying, in 
advance each month, the required 
contribution for coverage.  The required 
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If you have less than 
3 years of Eligibility 

Service 

If you have at least 3 years 
but less than 25 years 

Eligibility Service 
If you have 25 or more years of Eligibility 

Service 
contribution is determined by the Employer as 
a monthly amount that will equal 50% of the 
Employer’s total cost for the SPM coverage 
applicable for that year. The cost will change 
annually based on the estimated total cost of 
coverage for that Plan Year.   

Dental Coverage Coverage ends at 
midnight on your last day 
worked.  You may 
continue coverage for 
yourself and your Eligible 
Dependents through 
COBRA paying full 
COBRA rates until the 
COBRA continuation 
period expires. 

Coverage ends at midnight on your last day worked. You may continue 
coverage for yourself and your Eligible Dependents through COBRA paying 
active rates for the first (12) months; full COBRA rates thereafter until the 
COBRA continuation period expires. 

Employee 
Assistance 
Program 

Coverage ends at midnight on your last day worked.  You may continue coverage for yourself and your 
Eligible Dependents through COBRA paying full COBRA rates until the COBRA continuation period 
expires. 

Accident & 
Sickness 
Benefit 
Coverage and 
Long-Term 
Disability 
Benefit 
Coverage 

Coverage ends at midnight on your last day worked. 

Basic Life 
Insurance 
Coverage 

Coverage ends at 
midnight on your last day 
worked.  You may apply 
for an individual 
converted life insurance 
policy if you apply to the 
insurance carrier and pay 
for the coverage within 31 
days after coverage 
stops. 

Coverage continues for (12) 
months.  You may then apply 
for an individual policy if you 
apply to the insurance carrier 
and pay for the coverage within 
31 days after coverage stops. 

The full amount of coverage continues for 
(12) months.  Your coverage further continues 
to your 62nd birthday at 75% of the amount in 
force on your last day worked with a 
maximum of $37,500 if you were a Salaried 
Employee and a maximum of $32,250 if you 
were an Hourly Employee.  On your 62nd 
birthday, your coverage immediately reduces 
to $3,750 if you were a Salaried Employee or 
$3,225 if you were an Hourly Employee. 

Basic AD&D 
Insurance 
Coverage 

Coverage ends at 
midnight on your last day 
worked. 

Coverage continues for (12) months. 

Business Travel 
Accident 
Insurance 
Coverage 

Coverage ends at midnight on your last day worked. 
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If you have less than 
3 years of Eligibility 

Service 

If you have at least 3 years 
but less than 25 years 

Eligibility Service 
If you have 25 or more years of Eligibility 

Service 

Additional/ 
Supplemental 
Life Insurance 
Coverage 

Coverage ends at 
midnight on your last day 
worked.  You may apply 
for an individual 
converted life insurance 
policy if you apply to the 
insurance carrier and pay 
for the coverage within 31 
days after coverage 
stops. 

If enrolled, coverage continues for (12) months as long as you pay the 
required contributions in advance.  You may then apply for an individual 
converted life insurance policy if you apply to the insurance carrier and pay for 
the coverage within 31 days after coverage stops. 

Group Universal 
Life 

If enrolled, you may continue GUL directly through the GUL insurance carrier according to the provisions 
of that coverage.  The GUL insurance carrier will bill you for the cost of your coverage. 

Dependent Life 
Insurance 
Coverage 

Coverage ends at 
midnight on your last day 
worked.  You may apply 
for an individual 
converted life insurance 
policy if you apply to the 
insurance carrier and pay 
for the coverage within 31 
days after coverage 
stops. 

 

If enrolled, coverage continues 
for (12) months as long as you 
pay the required contributions 
in advance.  You may then 
apply for an individual 
converted life insurance policy 
if you apply to the insurance 
carrier and pay for the 
coverage within 31 days after 
coverage stops. 

If enrolled, coverage continues as long as you 
have an Eligible Dependent by paying the 
required contribution in advance. 

Personal 
Accident 
Insurance 
Coverage for 
Yourself and 
Your 
Dependents 

Coverage ends at midnight on your last day worked. 

 

Long-Term Care 
Insurance 
Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly through the LTC 
insurance carrier according to the provisions of that coverage.  The LTC insurance carrier will bill you for 
the cost of your coverage. 

Health Care 
Spending 
Account 

If you participated in the Health Care Spending Account immediately prior to your Layoff or Permanent 
Separation, you may continue to contribute to your Account for the balance of the calendar year through 
COBRA. 
If you choose not to make further contributions through COBRA, you will only be able to submit claims for 
reimbursement of expenses that were incurred in the calendar year in which you were Laid-off or 
Permanently Separated, and which were incurred before your Layoff or Permanent Separation. 

Day Care 
Spending 
Account 

No additional contributions to the Day Care Spending Account are permitted after you are Laid-off or 
Permanently Separated.  You may continue to have access to your Account for eligible expenses (i.e., 
expenses that you incurred to enable you and your spouse (if married) to work) incurred during the 
calendar year in which you were Laid-off or Permanently Separated, up to the balance remaining in your 
Account. 

Note:  For any coverage that you are eligible to continue under COBRA, coverage will stop at midnight on 
your last day worked unless you timely elect and pay for COBRA coverage after you receive your COBRA 
notification from the COBRA Administrator. If you timely elect and pay for COBRA coverage, your 
coverage will be reinstated back to the termination date. 
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For Part-Time Employees, benefits after a Layoff or Permanent Separation are as described in the 
chart above except that: 

• Medical and dental coverage: Coverage ends at midnight on your last day worked.  You may 
continue coverage for yourself and your Eligible Dependents through COBRA, paying full COBRA 
rates until the COBRA continuation period expires. 

• Basic Life Insurance Coverage: Coverage ends at midnight on your last day worked. You may 
apply for an individual converted life insurance policy if you apply to the insurance carrier and pay for 
the coverage within 31 days after coverage stops. 

• Basic Accidental Death & Dismemberment Insurance Coverage: Coverage ends at midnight on 
your last day worked. 
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If You Work For a Successor Employer 

This section contains summaries of the benefits provided in each benefit category if you are employed by 
a Successor Employer. COBRA will not be offered for any of the health care coverages unless coverage 
is not continued by the Successor Employer. 

If You Have Less than 25 Years of Eligibility Service or You Are a Part-Time Employee 

Your benefit coverages stop on the date that you are employed with the Successor Employer. 
Conversions are available for Basic Life and Additional/Supplemental Life Insurance Coverages. You may 
apply for an individual converted life insurance policy if you apply to the insurance carrier and pay for the 
coverage within 31 days after coverage stops. The amount eligible for conversion will be reduced by any 
amount of life insurance for which you become eligible under any other group policy within 31 days after 
termination of coverage. 

IMPORTANT NOTE: If you drop coverage for yourself, you can never re-enroll in coverage for any 
reason at any time in the future. You must be enrolled in coverage for any Eligible Dependents to 
be enrolled in coverage. 

If you have 25 or more years of Eligibility Service 

Medical Coverage Through Company Continuation, you may continue medical coverage for yourself and 
your Eligible Dependents if you elect Company Continuation and you pay, in advance 
each month, the required contribution for this coverage.  The required contribution is 
determined by the Employer as a monthly amount that will equal 50% of the 
Employer’s total cost of coverage applicable for that year.  The cost will change 
annually based on the estimated total cost of coverage for that Plan Year.   

Coverage for your dependent children may be continued while they remain eligible for 
coverage under the Plan.  If you should die, your surviving Eligible Dependents may 
continue coverage according to Plan provisions by continuing to pay, in advance each 
month, the required contribution for the coverage elected.  The required contribution 
for this coverage will be an amount that will equal 50% of the Employer’s total cost of 
coverage that is applicable for that year. The cost will change annually based on the 
estimated total cost of coverage for that Plan Year.   

You may continue coverage for yourself until you are eligible for Medicare.  Similarly, 
you may continue coverage for your spouse until your spouse is eligible for Medicare; 
however, after you become eligible for Medicare, you must continue to be enrolled in 
the Plan for your spouse to be eligible for coverage.  When you or your spouse 
becomes eligible for Medicare, you may choose coverage for the Medicare-eligible 
individual under Special Programs with Medicare (SPM) by paying, in advance each 
month, the required contribution for coverage.  The required contribution is determined 
by the Employer as a monthly amount that will equal 50% of the Employer’s total cost 
for the SPM coverage applicable for that year. The cost will change annually based on 
the estimated total cost of coverage for that Plan Year.  



Westinghouse Government Services Group  Welfare Benefits Plan 

72 

Dental Coverage, 
Employee Assistance 
Program, Accident & 
Sickness Benefit 
Coverage, Long-Term 
Disability Benefit 
Coverage, Basic AD&D 
Insurance Coverage, 
Personal Accident 
Insurance Coverage for 
Yourself and Your 
Dependents and 
Business Travel Accident 
Insurance Coverage 

Coverage ends at midnight on the date that you are employed with the Successor 
Employer. 

Basic Life Insurance 
Coverage 

Coverage continues to your 62nd birthday at 75% of the amount in force on your last 
day worked with a maximum of $37,500 if you were a Salaried Employee and a 
maximum of $32,250 if you were an Hourly Employee. On your 62nd birthday, your 
coverage immediately reduces to $3,750 if you were a Salaried Employee or $3,225 if 
you were an Hourly Employee. 

Additional/Supplemental 
Life Insurance Coverage 

Coverage ends at midnight on the date that you are employed with the Successor 
Employer. You may apply for an individual converted life insurance policy if you apply 
to the insurance carrier and pay for the coverage within 31 days after coverage stops. 
The amount eligible for conversion will be reduced by any amount of life insurance for 
which you become eligible under any other group policy within 31 days after 
termination of coverage. 

Group Universal Life If enrolled, you may continue GUL directly through the GUL insurance carrier 
according to the provisions of that coverage. The GUL insurance carrier will bill you for 
the cost of your coverage. 

Dependent Life Insurance 
Coverage 

If enrolled, you may choose to continue coverage as long as you have an Eligible 
Dependent by paying the required contribution in advance. 

Long-Term Care 
Insurance Coverage 

If enrolled, you may continue Long-Term Care Insurance Coverage (LTC) directly 
through the LTC insurance carrier according to the provisions of that coverage.  The 
LTC insurance carrier will bill you for the cost of your coverage. 

Health Care Spending 
Account 

No additional contributions to the Health Care Spending Account are permitted after 
you work for a Successor Employer. You continue to have access to your Account for 
eligible expenses incurred before the date you start to work for a Successor Employer, 
and in the same year that you start to work for a Successor Employer. 

Day Care Spending 
Account 

No additional contributions to the Day Care Spending Account are permitted after you 
work for a Successor Employer. You continue to have access to your Account for 
eligible expenses (i.e., expenses that you incurred to enable you and your spouse (if 
married) to work) incurred during the calendar year in which you start to work for a 
Successor Employer, up to the balance remaining in your Account. 
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If You Die While an Active Employee*** 

 If you did not meet the age and service 
requirements at the time of your death 
(see requirements to the right). 

If you were at least age 50 with at least 15 
years of Eligibility Service; at least age 60 
with at least 10 years of Eligibility 
Service; or any age with at least 25 years 
of Eligibility Service at the time of your 
death. 

If your survivors drop coverage, they can 
never re-enroll in coverage for any reason 
(including qualifying life events) at any 
time in the future. 

Medical and Dental 
Coverage 

Coverage ends at midnight on the date of 
your death. Your Eligible Dependents may 
continue coverage through COBRA at no 
cost for the first (12) months; full COBRA 
rates thereafter until the COBRA 
continuation period expires. 

If your Eligible Dependents were enrolled in 
coverage upon your death, their coverage 
automatically continues through Company 
Continuation, at no cost for the first (12) 
months, then 25% of the Employer’s cost of 
coverage thereafter. 

Your spouse may continue coverage until the 
earlier of the date he/she becomes eligible 
for Medicare or remarries, and any other 
Eligible Dependents until they are no longer 
eligible. 

Employee 
Assistance Program 

Coverage ends at midnight on the date of your death. Your Eligible Dependents may 
continue coverage through COBRA paying full COBRA rates until the COBRA continuation 
period expires. 

Accident & Sickness 
Benefit Coverage 
and Long-Term 
Disability Benefit 
Coverage 

Income benefit stops, if applicable. 

Basic Life Insurance 
Coverage, Basic 
AD&D Insurance 
Coverage, Business 
Travel Accident 
Insurance Coverage, 
Additional/Supplem
ental Life Insurance 
Coverage, and 
Personal Accident 
Insurance Coverage 
for Yourself 

The Westinghouse Benefits Center will send your survivors the claim forms for these 
coverages, if applicable. Your survivors should follow the instructions to complete their part, 
then send the forms back to the Westinghouse Benefits Center. If your survivors have any 
questions on completing the claim forms, they should call the Westinghouse Benefits 
Center. 

Group Universal Life If you were enrolled in Group Universal Life Insurance coverage, your survivors should call 
the GUL insurance carrier to request a claim form. 
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Dependent Life 
Insurance Coverage 

Company Continuation for (12) months by 
paying active rate.  Conversion available 
when coverage ends. 

If enrolled, your surviving spouse may 
continue coverage until the earlier of the date 
he/she becomes eligible for Medicare or the 
date he/she remarries by paying the required 
contribution in advance; surviving eligible 
dependent children may further continue 
coverage until they are no longer Eligible 
Dependents by paying the required 
contribution in advance. 

If coverage stops, your survivors may apply 
for an individual converted life insurance 
policy if they apply to the insurance carrier 
and pay for the coverage within 31 days after 
coverage stops. 

Personal Accident 
Insurance Coverage 
for Your Dependents 

Coverage ends at midnight on the date of your death. 

Long-Term Care 
Insurance Coverage 

If your spouse is enrolled in Long-Term Care Insurance Coverage (LTC), your spouse may 
continue that coverage directly through the LTC insurance carrier according to the 
provisions of that coverage.  The LTC insurance carrier will bill your spouse for the cost of 
coverage. 

Health Care 
Spending Account 

If you participated in the Health Care Spending Account immediately prior to your death, 
Eligible Dependents may continue to contribute to this Account for the balance of the 
calendar year through COBRA. 

Your survivors may also choose to not make Health Care Spending Account contributions 
after your death. If your survivors choose not to make further contributions through COBRA, 
your survivors will only be able to submit claims for reimbursement of expenses that were 
incurred before the date of your death, and in the same calendar year as the date of your 
death. 

Day Care Spending 
Account 

No additional contributions to the Day Care Spending Account are permitted after the date 
of your death. Your survivors may continue to have access to your Account for eligible 
expenses incurred during the calendar year in which your death occurred, up to the balance 
remaining in the Account. 

***If a person on disability dies within the 2-year period from the last day he was at work, the 
survivor of active employee provisions set forth in the chart above will apply. 

Note:  For any coverage that you are eligible to continue under COBRA, coverage will stop at midnight on 
your last day worked unless you timely elect and pay for COBRA coverage after you receive your COBRA 
notification from the COBRA Administrator. If you timely elect and pay for COBRA coverage, your 
coverage will be reinstated back to the termination date. 

For Part-Time Employees, benefits if you die while an active employee are as described in the 
chart above except that: 

• Medical and dental coverage: Coverage ends at midnight on your date of death. Your Eligible 
Dependents may continue coverage through COBRA at no cost for the first (3) months; full COBRA 
rates thereafter until the COBRA continuation period expires. 
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If You Retire 

Please see Appendix N for information about health and welfare benefits in retirement. 
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Chapter 9 – Administration and Appeals 

Administration 

The Plan Administrator has all rights, duties and powers necessary or appropriate for the administration 
of the Plan, except to the extent that they are vested in the Appeals Authority in accordance with the 
appeal procedure described below. 

Claims adjudication is not subject to the grievance process. 

Claims Procedure 

What is a Claim for Benefits? 

For purposes of this section, a "claim for benefits" under the Plan is a request for a benefit made 
according to the Plan's reasonable procedures for filing benefit claims.  A request for a determination of 
whether you are eligible for benefits under the Plan is not a "claim for benefits."  However, if you or 
your Eligible Dependent file a claim for specific benefits and that claim is denied for lack of eligibility, the 
coverage determination is a claim for benefits and is subject to the claims and appeals procedures 
described below. 

A "casual inquiry" about benefits or the circumstances under which benefits might be paid under the 
terms of the Plan is not a claim governed by the claims and appeals procedures described below. 
 
A claim for benefits may be made by you or your Eligible Dependent.  For purposes of the Claims and 
Appeals Procedures described in this Chapter, the word “you” should be read to refer to whoever 
is filing the claim for benefits or appealing a denied claim – that is, you or, if applicable, your 
Eligible Dependent. 
 
Authorized Representative 

You are entitled to have a representative act on your behalf when pursuing a benefit claim or appeal of an 
adverse benefit determination, if you choose to appoint a representative.  For purposes of these claims 
and appeals procedures, the term "adverse benefit determination" means any of the following: a denial, 
reduction, or termination of, or failure to provide or make payment (in whole or in part) for, a benefit, 
including any such denial, reduction, termination, or failure to provide or make payment that is based on a 
determination of a participant's or beneficiary's eligibility to participate in a plan. 

To verify that a person is an authorized representative, you must submit to the Plan Administrator, 
Network Administrator, Spending Account Administrator or the insurance company, as appropriate, a 
letter that states the person is your duly authorized representative, and the scope of the representative’s 
authority.  That authorized representative’s address must be included in the letter. 

Once you have selected an authorized representative, the Plan Administrator, Network Administrator, 
Spending Account Administrator and/or the insurance company, as appropriate, will send all information 
and notifications to the authorized representative and not to you, unless you state otherwise in the letter 
appointing the authorized representative. 

Notwithstanding the foregoing, if you are physically or mentally unable to designate an authorized 
representative, a health care professional with knowledge of your medical condition may act as your 
authorized representative in the case of an Urgent Health Care Claim. 
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You are solely responsible for any costs, fees, or charges of the authorized representative that may be 
incurred if you obtain an authorized representative.  The Employer, Network Administrator, Spending 
Account Administrator and/or the insurance company will not pay any such costs, fees, or charges. 

How to File a Claim 

Please refer to Appendix L for information on how to file a claim. 

Claim Determination Time Limits 

For Claims Regarding: Follow this procedure: 

Plan Eligibility If you have any questions about a denied eligibility claim, contact the 
Westinghouse Benefits Center for an additional explanation. If your eligibility 
claim is denied in whole or in part, you may file a final appeal of the eligibility 
claim by writing to the Plan Administrator, as described in the Appeals 
Procedure section of this Plan.  

Self-Insured Medical Programs 

• Medical coverage 

• Mental health and substance 
abuse coverage 

• Prescription drug coverage 

• Vision coverage 

• Dental coverage 

• Health Care Spending Account 

• Employee Assistance Program 

Please refer to Appendix K for the contact numbers and addresses of the 
Network Administrators and, for the Health Care Spending Account, the 
Spending Account Administrator. 

Urgent Health Care Claims.  In the case of an Urgent Health Care Claim, 
you will be notified of the Plan’s benefit determination (whether adverse or 
not) as soon as possible, taking into account the medical exigencies, but not 
later than 72 hours after receipt of the claim by the Plan.  However, if you fail 
to provide sufficient information to determine whether, or to what extent, 
benefits are covered or payable under the Plan, you will be notified as soon 
as possible (but not later than 24 hours after receipt of the claim by the Plan) 
of the specific information necessary to complete the claim. You will be given 
a reasonable amount of time (but not less than 48 hours) to provide the 
information required to complete the claim.   If you were required to submit 
additional information, the determination of the Urgent Health Care Claim will 
be made within 48 hours of when the additional information is submitted. 

If you request an extension of a course of treatment beyond the time or 
number of treatments that have been approved, and the request involves an 
Urgent Health Care Claim, a decision will be made on the request as soon as 
possible, taking into account the medical exigencies.  You will be notified of 
the Plan’s benefit determination (whether adverse or not) within 24 hours after 
receipt of the claim by the Plan, provided that you make the request at least 
24 hours before the scheduled termination of the treatment.   

Concurrent care decisions. You will be notified of any decision to reduce or 
terminate coverage of an ongoing treatment (other than by Plan amendment 
or termination) within a time frame that allows you to appeal such decision, 
and to obtain a determination of the appeal prior to the reduction or 
termination of coverage. 

Pre-Service Claims.  You will be notified of the Plan’s determination of a Pre-
Service Claim within 15 days of the Plan’s receipt of the claim. However, this 
period may be extended by 15 days if you are notified of the need for the 
extension within the initial 15-day period.  If you fail to submit information 
necessary for the Plan to decide the claim, you will have 45 days from receipt 
of a notice of such failure to submit the required information. 

You will be notified within 5 days if you file an improper or incomplete Pre-
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Service Claim. The notice of the failure may be provided orally, unless you 
request written notification. 

Post-Service Claims.  You will be notified of the Plan’s determination of a 
Post-Service Claim within 30 days of the Plan’s receipt of the claim. However, 
this limit may be extended by 15 days if you are notified of the need for the 
extension within the initial 30-day period. If you fail to submit information 
necessary for the Plan to decide the claim, you will have 45 days from receipt 
of a notice of such failure to submit the required information. 

Day Care Spending Account Please refer to Appendix K for the contact number and address of the 
Spending Account Administrator. 

After you submit a claim in accordance with the claims procedures under 
Appendix L, the Spending Account Administrator will review your claim and 
notify you of its decision to approve or deny your claim. 

The Spending Account Administrator will generally notify you of its decision 
with respect to the claim within 90 days from the date the claim was 
submitted, unless the Spending Account Administrator determines that 
special circumstances require an extension of time for processing the claim. 
The Spending Account Administrator will notify you prior to the expiration of 
the initial 90-day period if it determines that an extension of time for 
processing the claim is required, state the reason why the extension is 
needed, and state when it will make its determination. If an extension is 
needed, the Spending Account Administrator will notify you of its decision with 
respect to the claim within 180 days from the date the claim was submitted. If 
the Spending Account Administrator denies a claim in whole or in part, the 
notification of the claims decision will state the reason why the claim was 
denied. If the claim is denied because the Spending Account Administrator 
did not receive sufficient information, the claims decision will describe the 
additional information needed and explain why such information is needed. If 
you have any questions about a denied claim, contact the Spending Account 
Administrator for an additional explanation. 

If a claim is denied in whole or in part, you may file an appeal of the claim in 
writing to the Spending Account Administrator, as described below.  

Fully-Insured Coverages  

• Accident & sickness benefit 
coverage 

• Long-term disability benefit 
coverage 

• Basic life insurance coverage 

• Basic accidental death & 
dismemberment insurance 
coverage 

• Business travel accident 
insurance coverage 

• Additional/supplemental life 

Please refer to Appendix K for the contract numbers and addresses of the 
Insurance Carriers. 

After you submit a claim in accordance with the claims procedures under 
Appendix L, the insurance company will review your claim and notify you of its 
decision to approve or deny your claim. 

If your claim pertains to the accident & sickness benefit coverage or long-term 
disability benefit coverage, the insurance company will generally notify you of 
its decision with respect to your claim within 45 days from the date you 
submitted your claim. However, if the insurance company requires additional 
time to decide your claim because of matters beyond its control, the 
insurance company may take up to two (2) extensions of 30 days each to 
make its decision on your claim. If the insurance company needs an 
extension, it will notify you prior to expiration of the initial 45-day period (or 
prior to the expiration of the first 30-day extension period if a second 30-day 
extension period is needed), state the reason why the extension is needed, 
and state when it will make its determination. If an extension is needed 
because you did not provide sufficient information or filed an incomplete 
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insurance coverage 

• Group Universal Life 

• Dependent life insurance 
coverage 

• Personal accident insurance 
coverage 

claim, the time from the date of the insurance company’s notice requesting 
further information does not count toward the period during which the 
insurance company is to notify you of its decision on your claim. You will have 
45 days from the date of the insurance company’s notice to provide the 
requested information to the insurance company. 

If a claim pertains to a fully-insured coverage other than accident and 
sickness benefit coverage or long-term disability benefit coverage, the 
insurance company will generally notify you of its decision with respect to the 
claim within 90 days from the date the claim was submitted, unless the 
insurance company determines that special circumstances require an 
extension of time for processing the claim. The insurance company will notify 
you prior to the expiration of the initial 90-day period if the insurance company 
determines that an extension of time for processing the claim is required, 
state the reason why the extension is needed, and state when it will make its 
determination. If an extension is needed, the insurance company will notify 
you of its decision with respect to the claim within 180 days from the date the 
claim was submitted. If the insurance company denies a claim in whole or in 
part, the notification of the claims decision will state the reason why the claim 
was denied. If the claim is denied because the insurance company did not 
receive sufficient information, the claims decision will describe the additional 
information needed and explain why such information is needed. If you have 
any questions about a denied claim, contact the insurance carrier for an 
additional explanation. 

If a claim is denied in whole or in part, you may file an appeal of the claim in 
writing to the insurance carrier, as described below.  

 

Calculating Time Periods 

The period of time within which a benefit determination is required to be made shall begin at the time a 
claim is filed, without regard to whether all of the information necessary to make a benefit determination 
on review accompanies the filing.  In the case of a Pre-Service Claim, Post-Service Claim, accident & 
sickness benefit coverage or long-term disability benefit coverage, if a period of time is extended because 
you do not submit the information that is necessary to decide the claim, the period for making the benefit 
determination is suspended from the date on which the notice of the extension is sent to you until the date 
on which you respond to the request for additional information. 

Manner and Content of Notice of Benefit Determination  

The notice of an adverse benefit determination will be in writing and will contain: 

• The specific reason or reasons for the adverse determination; 

• Reference to the specific Plan provisions on which the determination is based; 

• A description of any additional material or information necessary for you to perfect the claim and 
an explanation of why such material or information is necessary; and 

• A description of the Plan’s appeals procedures and the time limits applicable to such procedures, 
including a statement of your right to bring a civil action following an adverse determination on 
appeal. 

In addition, in the case of an adverse benefit determination for a self-insured medical benefit, accident & 
sickness benefit coverage or long-term disability benefit coverage, the notice will include: 
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• A statement disclosing any internal rule, guideline, or protocol that was relied upon in making the 
adverse determination; 

• If the adverse determination was based on medical necessity or experimental treatment, an 
explanation of the scientific or clinical judgment for the determination;  

• In the case of an adverse determination regarding an Urgent Health Care Claim, an explanation 
of the expedited review process for such claims. 

In the case of an adverse benefit determination concerning an Urgent Health Care Claim, the information 
described above may be provided to you orally within the prescribed time frame, provided that a written 
notification is furnished to you not later than 3 days after the oral notice. 

Appeals Procedure 

If a claim is denied and you disagree with the denial and want to pursue the matter, you must file an 
appeal in accordance with the procedures set forth below. You cannot take any other steps unless and 
until you have exhausted the appeal procedure. For example, if a claim is denied and you do not use the 
appeal procedure, the denial of the claim is conclusive and cannot be challenged, even in court. 

For detailed information on how to file an appeal under the Plan, please see the procedures below.  You 
will need to state the reasons why you disagree with the denial of your claim. You must do this within the 
specified time period after the claim was denied. The Appeals Authority needs complete, accurate 
information in order to decide your appeal. By making an appeal, you are authorizing the Appeals 
Authority to get additional, relevant information from any sources, including from the Employer.  

You are entitled to see all documents, records or other information pertinent to your appeal. Just ask the 
Plan Administrator, Network Administrator, Spending Account Administrator or insurance company, as 
appropriate, at the address shown in Appendix K.  Whether a document, record, or other information is 
relevant to a claim will be determined by considering the following: (1) whether it was relied upon in 
making the benefit determination; (2) whether it was submitted, considered, or generated in the course of 
making the benefit determination, without regard to whether such document, record, or other information 
was relied upon in making the benefit determination; (3) whether it demonstrates compliance with the 
administrative processes and safeguards designed to ensure and to verify that the benefit claim 
determination was made in accordance with governing Plan documents and that, where appropriate, the 
Plan provisions have been applied consistently with respect to similarly situated claimants; (4) whether it 
constitutes a statement of policy or guidance with respect to the Plan concerning the denied treatment 
option or benefit for your diagnosis, without regard to whether such advice or statement was relied upon 
in making the benefit determination.   

The Appeals Authority will perform a review that takes into account all comments, documents, records 
and other information submitted by you relating to the claim, without regard to whether such information 
was submitted or considered in the initial benefit determination.  The Appeals Authority may, in its sole 
discretion, hold a hearing. The Appeals Authority will issue a written decision within the specified time 
period. The decision will explain the reasoning of the Appeals Authority and refer to the specific 
provisions of this Plan on which the decision is based. If no written decision is issued within the specified 
time frames, the claim shall be deemed denied on review. 

Please keep in mind that the Appeals Authority has a duty under federal law to administer the Plan in 
accordance with its terms. The Appeals Authority does not have any authority to depart from the terms of 
the Plan, no matter how compelling the circumstances. 
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For Appeals Regarding: Follow this procedure: 

Plan Eligibility Appeals Authority: Plan Administrator 

• Please refer to Appendix K for the address of the Plan Administrator. 

If you have any questions about a denied eligibility claim, contact the 
Westinghouse Benefits Center for an additional explanation. If your claim is 
denied in whole or in part, you may file a final appeal of the eligibility claim by 
writing to the Plan Administrator. This request must be submitted within 60 
days of the date your claim was totally or partially denied. It should include 
any documents, records, questions, or comments necessary for a complete 
review. 

The Plan Administrator will review your request and notify you in writing of its 
final decision, the specific reasons for such decision, and specific references 
to Plan provisions. This decision will be made within 60 days after receiving 
your request, unless there are special circumstances. If there are special 
circumstances, you will be notified within 120 days. The Plan Administrator 
has the discretionary authority to interpret the terms and application of the 
Plan as they relate to your application for eligibility to participate in the Plan 
and to make a final determination of all claims. Its decision will be final and 
binding. 

If a claim relates to (1) a denial, reduction, or termination of a benefit, or (2) a 
failure to provide or make payment (in whole or in part) for a benefit, and any 
such denial, reduction, termination, or failure to provide or make payment is 
based on a determination of a participant’s or beneficiary’s eligibility to 
participate in the Plan, the Appeals provisions applicable for Self-Insured 
Coverage or Fully-Insured Coverage shall apply. 

Self-Insured Medical Coverages  

• Medical coverage 

• Mental health and substance 
abuse coverage 

• Prescription drug coverage 

• Vision coverage 

• Dental coverage 

• Health Care Spending Account 

• Employee Assistance Program 

Appeals Authority: 

• 1st Level:  Network Administrator, except for the Health Care Spending 
Account; the Spending Account Administrator reviews the first appeal for 
the Health Care Spending Account. 

• Final Level: Plan Administrator, except for Medical coverage; the Network 
Administrator handles the final level appeal for Medical coverage.    

Please refer to Appendix K for the addresses of the Network Administrators, 
Spending Account Administrator and the Plan Administrator. 

Appeal of an Adverse Benefit Determination 

If your initial health claim is denied, you may appeal the denial within 180 
days of your receipt of the written adverse benefit determination.  You will be 
provided, upon request and free of charge, reasonable access to and copies 
of all documents, records and other information relevant to the claim. You 
may, upon appeal, submit written comments, documents, records, and other 
information relating to the claim for benefits.   

A decision on review will be made: (i) as soon as possible following the Plan’s 
receipt of the written request for review of an Urgent Health Care Claim, but 
not later than 72 hours after receipt of the claim; (ii) within a reasonable 
period of time following the Plan’s receipt of the written request for review of a 
Pre-Service Claim, but not later than 15 days after receipt of the claim; and 
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(iii) not later than 30 days following the Plan’s receipt of the written request for 
review of a Post-Service Claim.   

If your initial appeal for a Pre-Service Claim or a Post-Service Claim is 
denied, you may appeal the denial of the initial appeal within 60 days of your 
receipt of the written adverse benefit determination.  In that case, the decision 
on review will be made (i) within a reasonable period of time following the 
Plan’s receipt of the second written request for review of a Pre-Service Claim, 
but not later than 15 days after receipt of the claim; and (ii) 30 days following 
the Plan’s receipt of the second written request for review of a Post-Service 
Claim.   

The review of an appeal of a denied claim will be made by a person different 
from the person who made the initial determination (or, in the case of a 
second appeal, by a different person from the person who decided the initial 
appeal) and will not grant deference to the initial denial (or, in the case of a 
second appeal, to the initial denial or initial appeal). The decision maker will 
not be the original decision maker’s subordinate.  In the case of a claim 
denied on the grounds of medical judgment, a health care professional with 
appropriate training and experience in the field of medicine involved in the 
medical judgment will be consulted. The health care professional who is 
consulted on appeal will not be the individual who was consulted during the 
initial determination or a subordinate of that person (or, in the case of a 
second appeal, will not be the individual consulted during the initial 
determination or initial appeal, or a subordinate of that person).   

Day Care Spending Account Appeals Authority: 

• 1st Level:  Spending Account Administrator 

• Final Level: Plan Administrator 

Please refer to Appendix K for the addresses of the Spending Account 
Administrator and the Plan Administrator. 

If your claim is denied in whole or in part, you may file an appeal of the claim 
in writing to the Spending Account Administrator. State why you think your 
claim should be granted, and include any documents, records, questions, or 
comments you think are necessary or will aid in a complete review. Upon 
written request, the Spending Account Administrator will provide you with 
copies of documents, records and other information relevant to your claim.   

Your review request must be made within 180 days of the date your claim 
was totally or partially denied.  The Spending Account Administrator will notify 
you of its decision within 60 days after receiving your appeal, unless it 
determines that special circumstances require an extension of time for 
deciding the appeal. The Spending Account Administrator will notify you if 
special circumstances require an extension of time for deciding the appeal, 
state the reason why the extension is needed, and state when it will make its 
determination with respect to the appeal. If an extension is needed, the 
Spending Account Administrator will notify you of its decision with respect to 
your claim within 120 days from the date you submitted your appeal. 

If your claim is denied on appeal, you may appeal the denial of the initial 
appeal to the Plan Administrator, provided that you do so within 60 days of 
denial of the initial appeal.  The Plan Administrator will notify you of its 
decision within 60 days after receiving your appeal, unless the Plan 
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Administrator determines that special circumstances require an extension of 
time for deciding the appeal. The Plan Administrator will notify you if special 
circumstances require an extension of time for deciding the appeal, state the 
reason why the extension is needed, and state when it will make its 
determination with respect to the appeal. If an extension is needed, the Plan 
Administrator will notify you of its decision with respect to your claim within 
120 days from the date you submitted your appeal. 

Fully-Insured Coverages  

• Accident & sickness benefit 
coverage 

• Long-term disability benefit 
coverage 

• Basic life insurance coverage 

• Basic accidental death & 
dismemberment insurance 
coverage 

• Business travel accident 
insurance coverage 

• Additional/supplemental life 
insurance coverage 

• Group Universal Life 

• Dependent life insurance 
coverage 

• Personal accident insurance 
coverage 

Appeals Authority:  Insurance Carrier  

• Please refer to Appendix K for the contract numbers and addresses of the 
Insurance Carriers. 

If your claim is denied in whole or in part, you may file an appeal of the claim 
in writing to the insurance carrier. State why you think your claim should be 
granted, and include any documents, records, questions, or comments you 
think are necessary or will aid in a complete review. Upon written request, the 
insurance company will provide you with copies of documents, records and 
other information relevant to your claim. 

If your appeal pertains to the accident & sickness benefit coverage or long-
term disability benefit coverage, your review request must be made within 180 
days of the date your claim was totally or partially denied.  

If your claim pertains to a fully-insured coverage other than accident and 
sickness benefit coverage or long-term disability benefit coverage, your 
review request must be made within 60 days of the date your claim was 
totally or partially denied. 

After the insurance company receives your written request appealing the 
initial determination, the insurance company will conduct a full and fair review 
of your claim. 

If your appeal of a denied claim pertains to accident and sickness benefit 
coverage or long-term disability benefit coverage, the insurance carrier will 
not grant deference to the initial denial. The person who will review your claim 
will not be the same person as the person who made the initial decision to 
deny your claim. If the initial decision is based in whole or in part on a medical 
judgment, the insurance company will consult with a health care professional 
with appropriate training and experience in the field of medicine involved in 
the medical judgment. The insurance company will generally notify you of its 
decision with respect to your appeal within 45 days from the date you 
submitted your appeal. However, if the insurance company requires additional 
time to decide your appeal because of special circumstances, the insurance 
company may take a 45-day extension to make its decision on your appeal. If 
the insurance company needs such extension, it will notify you prior to the 
expiration of the initial 45-day period, state the reason why the extension is 
needed, and state when it will make its determination. If an extension is 
needed because you did not provide sufficient information, the time period 
from the insurance company’s notice to you of the need for an extension to 
when the insurance company receives the requested information does not 
count toward the time the insurance company is allowed to notify you of its 
decision. You will have 45 days from the date of the insurance company’s 
notice to provide the requested information to the insurance company. 

If your appeal of a denied claim pertains to a fully-insured coverage other 
than accident and sickness benefit coverage or long-term disability benefit 
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coverage, the insurance carrier will notify you of its decision within 60 days 
after receiving your appeal, unless the insurance company determines that 
special circumstances require an extension of time for deciding the appeal. 
The insurance carrier will notify you if special circumstances require an 
extension of time for deciding the appeal, state the reason why the extension 
is needed, and state when it will make its determination with respect to the 
appeal. If an extension is needed, the insurance company will notify you of its 
decision with respect to your claim within 120 days from the date you 
submitted your appeal. 

The insurance carrier has the discretionary authority to interpret the terms 
and application of the Plan as they relate to your application for benefits and 
to make a final determination of all claims. Its decision will be final and 
binding. 

Your beneficiary should follow these same instructions to appeal a claim that 
follows your death. 

Calculating Time Periods 

The period of time within which a benefit determination on review is required to be made shall begin at 
the time an appeal is filed, without regard to whether all of the information necessary to make a benefit 
determination on review accompanies the filing.  In the case of appeals regarding Plan Eligibility, or 
regarding the Day Care Spending Account or any insured coverage, if a period of time is extended 
because you do not submit the information that is necessary to decide the claim, the period for making 
the benefit determination on review will be tolled from the date on which the notice of the extension is 
sent to you until the date on which you respond to the request for additional information. 

Notice of Benefit Determination on Appeal 

A notice of the benefit determination following the appeal will be in writing.  If an appeal is denied, in 
whole or in part, the notice will contain the following information: 

• The specific reason(s) for the determination; 

• A reference to the specific Plan provision(s) on which the determination is based;  

• A statement that you are entitled to receive upon request, and without charge, reasonable access 
to or copies of all documents, records or other information relevant to the determination; and 

• A statement that the individual has the right to bring an action under section 502(a) of ERISA. 

In addition, in the case of an adverse appeal determination for a self-insured medical benefit, accident & 
sickness benefit coverage or long-term disability benefit coverage, the notice will include: 

• A statement disclosing any internal rule, guideline, protocol or similar criterion relied on in making 
the adverse determination (or a statement that such information will be provided free of charge 
upon request);  

• If the adverse determination was based on medical necessity or experimental treatment, an 
explanation of the scientific or clinical judgment for the determination; and 

• The identity of any medical or vocational experts whose advice was obtained in connection with 
an adverse benefit determination, without regard to whether the advice was relied upon in making 
the adverse benefit determination. 
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Discretionary Authority 

The Plan Administrator or, as applicable, the Appeals Authority, shall have and shall exercise complete 
discretionary authority to construe, interpret and apply all of the terms of the Plan, including all matters 
relating to eligibility for benefits, amount, time or form of payment, and any disputed or allegedly doubtful 
terms. In other words, benefits will be paid only if the Plan Administrator or applicable Appeals Authority 
listed above decides, in its discretion, that the applicant is entitled to benefits. Similarly, eligibility for 
benefits will be granted only if the Plan Administrator decides, in its discretion, that the applicant is eligible 
to participate with respect to the particular benefits. In exercising such discretion, the Plan Administrator 
and Appeals Authority shall give controlling weight to the intent of the sponsor of the Plan. 

All decisions of the Plan Administrator or Appeals Authority in the exercise of its authority under the Plan 
shall be final and binding on the Plan, the Plan sponsor and all participants and beneficiaries. 

Changing or Ending the Plan 

• Changing the Plan. Westinghouse has the right to change the Plan in any way and at any time 
and is not required to give a reason for the changes. These changes can be retroactive. Any 
special arrangement made by Westinghouse for an individual will only be applicable to that 
individual. Westinghouse's right to change the Plan may be exercised by Westinghouse’s Vice 
President for Human Resources or Chief Financial Officer by appropriate written action, and, with 
respect to changes that do not materially increase costs or materially change participants' benefits, 
may be exercised by Westinghouse’s Director, Compensation and Benefits, by appropriate written 
action. 

• Ending the Plan. Although Westinghouse intends to maintain the Plan indefinitely, Westinghouse 
reserves the right to end the Plan (in whole or in part) at any time and is not required to give a 
reason for doing so. Westinghouse's Board of Directors must approve any amendment that 
terminates the Plan. The benefits under this Plan are not vested. 

If Westinghouse ceases to pay premiums on an insurance contract, that coverage of the Plan terminates 
automatically, without further action by Westinghouse, as of the close of the last period for which the 
premium was paid in full. 

Network Administrators, Insurance Carriers, and Vendors 

The Plan Administrator is empowered to change Network Administrators, insurance carriers and/or 
vendors. 

Collective Bargaining Agreements 

This Plan is covered by collective bargaining agreements for employees covered by those agreements. 
You may examine a copy of any agreement that applies to you at your local Human Resources office. 
You may obtain a copy of the agreement by writing to your local Human Resources representative. You 
will be charged for copies of any documents you request. 

A complete list of unions participating in this Plan is also available from the Plan Administrator. 

Examinations 

The Employer has the right and opportunity through its medical representative to examine any person 
when and so often as it may reasonably require while a disability claim is pending under the Plan. 
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How To Get Plan Legal Documents 

You or your beneficiary may examine any or all legal documents at the principal office of the Plan 
Administrator or at your local Human Resources office. Upon written request to the Plan Administrator, a 
copy of legal documents will be sent to any participant or beneficiary. The administrator may make a 
reasonable charge for the copies. 

Use and Disclosure of Protected Health Information 

The Plan will use protected health information (PHI) to the extent and in accordance with the Uses and 
Disclosures permitted by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and the 
Privacy Rule.  For purposes of this section of the Plan, the term “Plan” refers only to the medical, dental, 
vision, employee assistance program and Health Care Spending Account portions of the Plan.   

The Plan will Use and Disclose PHI for purposes related to Payment, Health Care Operations and the 
other purposes described in the Plan’s Privacy Notice.  A copy of the Plan’s Privacy Notice is included as 
Appendix P and is also incorporated by reference in this section of the Plan document.   

The Plan will also Disclose PHI to the Employer in certain instances as described in greater detail, below. 

Definitions 

The following special definitions apply only for purposes of this section: 

• Disclose, Disclosing or Disclosure means the release, transfer, provision of access to, or divulging 
in any other manner of PHI. 

• Health Care Operations include, but are not limited to, the following activities: 

• quality assessment; 

• underwriting, premium rating and other activities relating to the creation, renewal or 
replacement of a contract of health insurance or health benefits, and ceding, securing or 
placing a contract for reinsurance of risk relating to health care claims (including stop-loss 
insurance and excess of loss insurance); 

• conducting or arranging for medical review, legal services and auditing functions, including 
fraud and abuse detection and compliance programs; 

• business planning and development, such as conducting cost-management and planning-
related analyses related to managing and operating the Plan; and 

• business management and general administrative activities of the Plan, including, but not 
limited to: 

o management activities relating to the implementation of and compliance with HIPAA’s 
administrative simplification requirements, and 

o customer service, including the provision of data analyses for the Employer.  

• Individual means the person who is the subject of the PHI, and shall include a person who qualifies 
as a personal representative in accordance with the Privacy Rule. 

• Payment includes activities undertaken by the Plan to obtain premiums or determine or fulfill its 
responsibility for coverage and provision of plan benefits that relate to an individual to whom health 
care is provided.  These activities include, but are not limited to, the following: 
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• determination of eligibility, coverage and cost sharing amounts (for example, cost of a benefit, 
plan maximums and Co-payments as determined for an individual’s claim); 

• coordination of benefits; 

• adjudication of health benefit claims (including appeals and other payment disputes); 

• subrogation of health benefit claims;  

• establishing employee contributions; 

• billing, collection activities and related health care data processing; 

• claims management and related health care data processing, including auditing payments, 
investigating and resolving payment disputes and responding to participant inquiries about 
payments; 

• obtaining payment under a contract for reinsurance (including stop-loss and excess of loss 
insurance); 

• medical necessity reviews or reviews of appropriateness of care or justification of charges; 

• utilization review, including precertification, preauthorization, concurrent review and 
retrospective review; and 

• Disclosure to consumer reporting agencies of the Individual’s name and address, date of 
birth, Social Security number, payment history, account number, and name and address of 
the Plan, but solely for purposes related to obtaining reimbursement for the Plan of any 
amount the Individual owes the Plan. 

• Privacy Rule means the Final Rules on Standards for Privacy of Individually Identifiable Health 
Information set forth in Federal regulations at 45 CFR Part 160 and Part 164, Subparts A and E. 

• Protected Health Information or PHI is information (including demographic information collected 
from an Individual) that is transmitted or maintained in any form or medium (i.e., electronic, written or 
oral) that: 

• relates to the past, present or future physical or mental health or condition of an Individual; 
the provision of health care to an Individual; or the past, present or future payment for the 
provision of health care to an Individual; 

• is created by a health care provider, health plan, employer, or health care clearinghouse; and 

• identifies the Individual, or there is a reasonable basis to believe that the information can be 
used to identify the Individual. 

• Required by Law means a mandate contained in law that compels an entity to Use or Disclose PHI 
and that is enforceable in a court of law.  The phrase “Required by Law” includes, but is not limited to: 
court orders and court-ordered warrants; subpoenas or summons issued by a court, grand jury, or an 
administrative body authorized to require the production of information; a civil or an authorized 
investigative demand; and statutes or regulations that require the production of information, including 
statutes or regulations that require such information if payment is sought under a government 
program providing public benefits. 

• Secretary means the Secretary of the U.S. Department of Health and Human Services or designee. 

• Summary Health Information means information:  
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• that summarizes the claims history, claims expenses, or type of claims experienced by 
Individuals for whom the Employer has provided health benefits under a group health plan; 
and  

• from which the information described at 45 CFR section 164.514(b)(2)(i) has been deleted, 
except that the geographic information described in 45 CFR section 164.514(b)(2)(i)(B) need 
only be aggregated to the level of a five-digit zip code. 

• Use means the sharing, employment, application, utilization, examination, analysis, de-identification, 
or commingling with other information, of information by a party that holds that information.   

Disclosure of PHI to the Employer 

This section describes the situations in which the Plan may Disclose PHI to the Employer. 

• The Plan may Disclose an Individual’s PHI to the Employer pursuant to the Individual’s 
authorization.  For example, if an Individual asks his or her local human resources 
representative and/or advocacy service for assistance in obtaining benefits under the Plan, 
the Individual must complete and sign an authorization before the Plan will Disclose the 
Individual’s PHI to the human resources representative and/or advocacy service; if the 
Individual does not sign an authorization in this situation, the Plan will not be able to Disclose 
any of the Individual’s PHI to the human resources representative and/or advocacy service.  
In that case, the human resources representative and/or advocacy service may not be able to 
provide the Individual with effective assistance.  Similarly, if a person seeks assistance from a 
human resources representative and/or advocacy service regarding another Individual, the 
Individual must appoint the person as his or her personal representative; if, for example an 
employee seeks assistance in obtaining benefits under the Plan for his or her spouse, the 
spouse must designate the employee as his or her personal representative before the 
employee will be given access to the spouse’s PHI or allowed to take any action for the 
spouse. 

• The Plan may Disclose an Individual’s PHI to the Employer as Required by Law. 

• The Plan may Disclose to the Employer whether an Individual is participating in (or has 
stopped participating in) the Plan.  This information may be needed to determine the 
employee contributions (if any) that are withheld from an employee’s pay to pay for the 
benefits that are provided under the Plan.  

• The Plan may Disclose PHI to the Employer for purposes related to Payment or Health Care 
Operations, or for any such other purpose described in the Plan’s Privacy Notice (which is set 
forth in Appendix P).  These Disclosures may be necessary because employees of the 
Employer perform many of the administrative functions necessary for the management and 
operation of the Plan, such as conducting cost-management and planning-related analyses 
for the Employer regarding the Plan.  

• The Plan may Disclose Summary Health Information to the Employer.  The Employer must 
limit its use of that information to: (i) obtaining quotes from insurers, third-party administrators 
and other plan providers; or (ii) modifying, amending or terminating the Plan. 

For purposes of the last three bullet points listed above, only the following employees or classes of 
employees may be given access to PHI (i) the Compensation and Benefits Health & Welfare Benefits 
Staff of the Employer; (ii) the Plan Sponsor’s Director of Compensation and Benefits; (iii) human 
resources representatives of the Employer as named on the Benefits Center contact list; and (iv) 
members of the Employer’s Accounting Department who are responsible for allocating the cost for group 
health benefits for Individuals terminated as part of a Layoff to individual business units of the Employer.   
The person who holds any position described in the previous sentence may only have access to, and Use 
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and Disclose PHI, to the extent that the person performs management or administrative functions for the 
Employer that are related to the Plan. 

The Plan Sponsor has certified to the Plan that the Plan’s terms have been amended (pursuant to these 
provisions) to reflect the above-described restrictions on the Use and Disclosure of PHI. 

Employer Conditions with Regard to PHI 

The Employer agrees that, with respect to any PHI Disclosed to the Employer by the Plan, that the 
Employer will: 

• not Use or further Disclose PHI, other than as permitted or required by the Plan document or 
as Required by Law; 

• ensure that any agents, including a subcontractor, to whom the Employer provides PHI 
received from the Plan agree to the same restrictions and conditions that apply to the 
Employer with respect to such PHI; 

• not Use or Disclose PHI for employment-related actions and decisions unless authorized by 
an Individual; 

• not Use or Disclose PHI in connection with any other benefit or employee benefit plan of the 
Employer unless authorized by an Individual; 

• report to the Plan any Use or Disclosure of PHI that is inconsistent with the Uses or 
Disclosures provided for in this Plan document of which it becomes aware; 

• make PHI available to an Individual in accordance with the Privacy Rule’s access 
requirements; 

• make PHI available for amendment and incorporate any amendments to PHI in accordance 
with the Privacy Rule; 

• make available the information required to provide an accounting of Disclosures in 
accordance with the Privacy Rule; 

• make internal practices, books and records relating to the Use and Disclosure of PHI 
received from Plan available to the Secretary for the purposes of determining the Plan’s 
compliance with the Privacy Rule; and 

• if feasible, return or destroy all PHI received from the Plan that the Employer still maintains in 
any form, and retain no copies of that PHI when no longer needed for the purpose for which 
Disclosure was made (or if return or destruction is not feasible, limit further Uses and 
Disclosures to those purposes that make the return or destruction infeasible). 

Noncompliance Issues 

The Employer has developed a mechanism for resolving issues of noncompliance, including disciplinary 
sanctions, if the persons described above in the section captioned “Use and Disclosure of PHI to the 
Employer” make an impermissible Use or Disclosure of PHI.  Any failure to comply with the policies and 
procedures described in this Plan document for handling PHI is a violation of Westinghouse policies and 
procedures and Westinghouse’s Standards of Conduct.  As set forth in Westinghouse’s Standards of 
Conduct, such behavior may result in disciplinary action, up to and including discharge.  In addition, 
impermissible Use or Disclosure of PHI may result in the imposition of civil and/or criminal penalties under 
the Privacy Rule.  The Employer will take any necessary steps to mitigate any harmful effects to the 
affected Individual resulting from the Employer’s improper Use or Disclosure of PHI. 
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If you believe the Plan or the Employer has violated your privacy rights with respect to your PHI, you may 
file a complaint with the Plan’s Privacy Officer, James A. Buddie, Westinghouse Electric Company, 4350 
Northern Pike, Monroeville, PA 15146.  The Plan will not penalize you for filing a complaint.  You may 
also file a complaint with the Secretary of the U.S. Department of Health and Human Services.   
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Chapter 10 – Miscellaneous and Statement of 
ERISA Rights 

Miscellaneous 

Qualified Medical Child Support Orders (QMCSO) 

If the Westinghouse Benefits Center receives a child support order that is (i) a judgment, decree or order 
of a court (including approval of a settlement agreement) (or else issued through an administrative 
process established under state law that has the force and effect of law under applicable state law), that 
(ii) provides for child support for a child of an eligible employee and (iii) either relates to benefits under the 
health care coverages of the Plan or enforces a federally prescribed state law relating to Medicaid 
recipients, then the Westinghouse Benefits Center will notify you and the child that the order has been 
received and describe the procedure that the Westinghouse Benefits Center will follow in deciding 
whether to honor the order. 

Next, the Westinghouse Benefits Center will separately account for health care claims filed that, in the 
absence of the order, would not be paid. Payment of these claims will be neither approved nor denied 
while the Westinghouse Benefits Center decides whether to honor the order.  

The Plan will not honor a child support order unless it constitutes a “Qualified Medical Child Support 
Order” under the law. That means the Plan will not honor a child support order unless it specifies: 

• that it applies to this Plan; 

• the name and last known mailing address of the affected employee; 

• the name and last known mailing address of the child; 

• a reasonable description of the type of coverage to be provided by the Plan to each child 
or the manner in which the coverage is to be determined; and 

• the time period to which the order applies. 

Also, the Plan will not honor a child support order that purports to require the Plan to provide any type or 
form of benefit, or any option, that is not already provided for in the Plan (except as necessary to satisfy a 
federally prescribed state law relating to Medicaid recipients). 

Upon making the decision whether the order is a “Qualified Medical Child Support Order” under the law, 
the Westinghouse Benefits Center will notify the employee and the child and act in accordance with the 
decision.  

Family and Medical Leave 

While on a Leave of Absence to which you are entitled under the federal Family and Medical Leave Act of 
1993, you will not suffer the loss of any “employment benefit” (as defined for the purpose of the Family 
and Medical Leave Act) under any feature of the Plan which had accrued before you took the leave and 
which would not have been lost if you had remained actively at work. But you will not accrue any 
additional “employment benefits” under any feature of the Plan during the leave, except as specifically set 
forth in any particular feature. 
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Military Service 

Upon re-employment in accordance with the federal Uniformed Services Employment and Reemployment 
Rights Act of 1994 (which has rules about honorable discharge and time limits on returning to work), you 
regain entitlement to all rights and benefits which are determined by length of service that you had under 
the Plan when the military service began, plus any additional such rights and benefits that you would 
have accrued if you had remained continuously employed during the military service. 

In addition, no exclusion or Waiting Period will be applied under any health feature of the Plan that would 
not have been applied if you had remained continuously employed, except with respect to an illness or 
injury determined by the Secretary of Veterans Affairs to have been incurred in, or aggravated during, 
performance of service in the uniformed services. 

Maternity 

The medical coverage feature of the Plan will comply with the Newborns' and Mothers' Health Protection 
Act of 1996. In that regard, government regulations also require us to provide this statement: “Group 
health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours 
following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law 
generally does not prohibit the mother's or newborn's attending provider, after consulting with the mother, 
from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any 
case, plans and issuers may not, under Federal law, require that a provider obtain authorization from the 
Plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).” 

Women's Health and Cancer 

The medical coverage feature of the Plan will make available coverage for (a) reconstruction of the breast 
on which the mastectomy has been performed, (b) surgery and reconstruction of the other breast to 
produce a symmetrical appearance, and (c) prostheses and physical complications at all stages of 
mastectomy, including lymphedemas, in a manner determined in consultation with the attending physician 
and the patient. The coverage may be subject to annual Deductibles and Co-payment provisions 
consistent with other benefits under the Plan. 

Utilization Test 

With regard to those features of the Plan that constitute a “cafeteria” plan, while the Plan makes the same 
benefits available to all eligible employees, regardless of the level of their compensation, it is possible for 
the top-level employees to actually take advantage of those features to a significantly greater extent than 
other employees. In that case (which we see as highly unlikely), the Internal Revenue Code denies the 
tax advantage to these top-level employees. (Everyone else still enjoys the full tax advantage.) The Plan 
Administrator will monitor this situation and notify any top-level employee who is affected by it. The Plan 
Administrator also has authority to cut back the utilization of top-level employees in order to avoid the 
problem. 

Service of Process 

Service of legal process may be made on the Plan Administrator. 

Employer Identification Number and Plan Number 

The Employer Identification Number (EIN) assigned by the Internal Revenue Service to Westinghouse is 
82-0508469.  
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The Plan Number assigned to the Plan is 501. 

Type of Plan 

The Plan is a welfare benefits plan.  The Plan’s components include medical coverage (which includes 
mental health and substance abuse treatment, prescription drug and vision coverage), dental coverage, 
the Health Care Spending Account, the Employee Assistance Program, Accident & Sickness benefit 
coverage, long-term disability benefit coverage, basic life insurance coverage, additional/supplemental life 
insurance coverage, dependent life insurance coverage, basic accidental death and dismemberment 
insurance coverage (AD&D), business travel accident insurance coverage, personal accident insurance 
coverage for yourself and your family, the Day Care Spending Account, and Long-Term Care insurance 
coverage.    

Plan Administrator and Administration of Plan 

Contact information for the Plan Administrator, and information about how the Plan is administered, can 
be found in the Introduction to the Plan, under the caption “Administrator,” and in Appendix K. 

Circumstances Which May Affect Benefits 

Circumstances which may result in disqualification, ineligibility, denial, loss, forfeiture or suspension of 
any benefits are listed in the relevant portions of the Plan (including the Appendices) with respect to the 
various benefits provided under the Plan.  Descriptions of these circumstances may be found in the 
following sections of the Plan, among other sections: Chapter 1, under the captions “When Your 
Participation Ends,” and “When Your Dependent’s Participation Ends”; Chapter 2, under the captions 
“Separation from Service” and “Failure to Make Required Contributions”; Chapter 4, under the captions 
“Health Care Spending Account – When Your Employment Terminates” and “Continued Coverage Under 
COBRA”; Chapter 8 in its entirety; Chapter 9, under the caption “Changing or Ending the Plan”, and in the 
insurance booklets with respect to any fully-insured coverage.  

Finally, if the Plan Administrator, Network Administrator, Spending Account Administrator or Insurance 
Company determines that you or any dependent have attempted to obtain benefits, or obtained benefits, 
under the Plan fraudulently, participation in the Plan may be terminated for (i) the individual who 
committed or attempted to commit the fraud, and (ii) for any individual who assisted such individual to 
commit, or to attempt to commit, such fraud.  

Source of Plan Contributions 

The Contributions to the Plan are made by the Employers from their general assets, as well as from After-
Tax Contributions by the Plan’s participants and beneficiaries. 

Funding Medium for Providing Benefits 

The Plan is financed by contributions from the Employer’s general assets, including from Pre-Tax 
Contributions made by participants, and from After-Tax Contributions made by participants and 
beneficiaries.  Some of these contributions are applied toward insurance contracts that provide benefits 
under the Plan. Information about the insurance contracts for the fully-insured portions of the Plan may be 
found in Appendix K.  Benefits for the self-insured portions of the Plan are paid from the Employer’s 
general assets. 
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End of Plan Year 

The date of the end of the Plan Year for purposes of maintaining the Plan’s fiscal records is 
December 31. 

Statement of ERISA Rights 

As a participant in the Westinghouse Government Services Group, you are entitled to certain rights and 
protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that 
all Plan participants shall be entitled to: 

Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan Administrator's office and at other specified locations, such 
as worksites and union halls, all Plan documents, including insurance contracts and collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 series) filed by the 
Plan with the U.S. Department of Labor, and available at the Public Disclosure Room of the 
Employee Benefits Security Administration. 

Obtain, upon written request to the plan administrator, copies of documents governing the 
operation of the Plan, including insurance contracts and collective bargaining agreements, and 
copies of the latest annual report (Form 5500 Series) and updated summary plan description.  
The administrator may make a reasonable charge for the copies. 

Receive a summary of the Plan's annual financial report. The Plan Administrator is required by 
law to furnish each participant with a copy of this summary annual report. 

Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage 
under the Plan as a result of a qualifying event.  You or your dependents may have to pay for 
such coverage.  Review this summary plan description and the documents governing the Plan on 
the rules governing your COBRA continuation coverage rights. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are 
responsible for the operation of the employee benefit plan. The people who operate your Plan, called 
“fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other Plan 
participants and beneficiaries. No one, including your employer or any other person, may fire you or 
otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or 
exercising your rights under ERISA.  

Enforce Your Rights 

If your claim for a welfare benefit is denied, in whole or in part, you have the right to know why this was 
done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all 
within certain time schedules.  Under ERISA, there are steps you can take to enforce the above rights. 
For instance, if you request a copy of Plan documents or the latest annual report from the Plan and do not 
receive them within 30 days, you may file suit in a federal court. In such a case, the court may require the 
Plan Administrator to provide the materials and pay you up to $110 a day until you receive the materials, 
unless the materials were not sent because of reasons beyond the control of the Administrator. If you 
have a claim for benefits that is denied or ignored, in whole or in part (and you have exhausted the Plan's 
internal appeal procedure), you may file suit in a state or federal court. If it should happen that Plan 
fiduciaries misuse the Plan's money, or if you are discriminated against for asserting your rights, you may 
seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. The court will 
decide who should pay court costs and legal fees. If you are successful the court may order the person 
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you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and 
fees, for example, if it finds your claim is frivolous.  

Assistance with Your Questions  

If you have any questions about the Plan, you should contact the Plan Administrator. If you have any 
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining 
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits 
Security Administration, U. S. Department of Labor, listed in your telephone directory, or the Division of 
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of 
Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210.  You may also obtain certain publications 
about your rights and responsibilities under ERISA by calling the publications hotline of the Employee 
Benefits Security Administration. 
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Appendix A – Participating Employers 
The following are Participating Employers under this Plan: 

• Westinghouse Government Services Company, LLC 

• Westinghouse Government Environmental Services Company, LLC 
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Appendix B – Definitions 
Administrative Committee 

The person(s) appointed by Westinghouse by written action of the Board of Directors of Westinghouse or 
its delegate, who are the “named fiduciaries” of the Plan, within the meaning of Section 402 (a)(2) of 
ERISA, with respect to Plan administrative matters. 

After-Tax Contributions 

Pay dollars from which federal and state income taxes and Social Security taxes have already been 
deducted. 

Allowable Amount; Allowable Expense; Allowance 

The highest amount the Network Administrator will pay for a specific Covered Service.  The amount is 
based on the Usual, Customary and Reasonable fee for such service (see Usual, Customary, and 
Reasonable (UCR) Charges). 

Annual Maximum 

The most the coverage will pay for Covered Services in the calendar year your benefit elections are in 
effect. 

Appeals Authority 

The Plan Administrator or insurance carrier, as described in Chapter 9 and specified in Appendix K, that 
has the authority to grant or deny an appeal of a claim arising under the Plan. 

Balance Billing 

When a provider bills the patient for the difference between his/her usual fee and the Allowance. 

Benefit Pay 

Benefit Pay is the base pay as of September 1 of the year prior to the year for which you are enrolling.  
For Salaried Employees, Benefit Pay is the monthly base rate as of September 1 times 12 months.  For 
Hourly Employees, Benefit Pay is the base hourly rate as of September 1 times 2,080 hours.  For new 
hires, Benefit Pay is the base pay on the date of hire. 

• Salaried Base Pay:  Base pay, excluding bonus and incentives. 

• Hourly Base Pay:  Annualized hourly rate, excluding bonuses, incentives, shift differentials 
and overtime. 

Benefit Pay will not change during the Plan Year even if pay changes, except if an employee moves from 
part-time employment to full-time employment, or vice versa. 

If the rate of record which would have been used for vacation pay when you were last actively at work is 
higher than your Benefit Pay, benefits payable under the Accident & Sickness Benefit Coverage and 
Long-Term Disability Benefit Coverage are based on the higher amount. 
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Benefit Period 

A Benefit Period, applicable to the hospital program under Special Programs with Medicare, means a 
period of consecutive days beginning with the first day (not included in a previous Benefit Period) on 
which you or your spouse receive inpatient hospital services.  It ends with the close of the first period of 
60 consecutive days thereafter, on each of which you or your spouse are not an inpatient of a hospital or 
skilled nursing facility. 

Benefits Connection 

The interactive phone system that connects participants to the Westinghouse Benefits Center as well as 
benefits Network Administrators, insurance carriers and vendors. The toll-free phone number for Benefits 
Connection is 1-800-890-3600. 

Billing Administrator; Direct Billing Administrator 

The company, currently HM Benefits Administrators, Inc., designated by the Plan Administrator to fulfill 
the direct billing administrative functions of the Plan. 

Casual Employee 

An employee who is hired either: 

• for a predetermined limited period of time, usually not longer than two or three months; or, 

• for the purpose of completing a specific task that is anticipated not to exceed five months, 
and who has no expectation of continued employment beyond completion of that task. 

The determination of who is a Casual Employee shall be made on a uniform and nondiscriminatory basis. 

Casual Employees include summer students, interns, and co-op students who alternate periods of full-
time employment with periods of full-time study. 

COBRA Administrator 

The company, currently HM Benefits Administrators, Inc., designated by the Plan Administrator to fulfill 
the COBRA administrative functions of the Plan. 

Code 

The Internal Revenue Code of 1986, as amended from time to time. 

Company Continuation 

Continuation of certain benefits, if you are enrolled at the time of an event, until you reach the maximum 
continuation period allowed under Plan provisions.  An employee who elected No Coverage for a Plan 
Year cannot continue coverage at the time of an event because there is no coverage to continue. 

Compensation and Benefits Staff 

Those Westinghouse employees whose job functions include the day-to-day management of the Plan. 
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Confirmation Statement 

An on-line or printed report of your health and welfare benefit elections under the Plan which shows the 
benefit options selected and the cost for those selections.  

ConnectBenefits On-Line 

The Web-based system that is a portal to the Web sites of the Westinghouse Benefits Center as well as 
benefits Network Administrators, insurance carriers and vendors.  The Web site address for 
ConnectBenefits On-Line is www.mybenefitsdirectory.com/westinghouse. 

Co-payment 

The coverage pays a percentage of the Allowable Amount of Covered Expenses, after the Deductible, if 
any, is satisfied.  The amount you pay, up to the annual Out-of-Pocket Maximum, is called your 
Co-payment.  For example, if medical coverage pays 80% of Covered Expenses after the Deductible is 
satisfied, the employee's share will be equal to the remaining 20% of Covered Expenses, until the 
employee reaches the annual Out-of-Pocket Maximum.  Co-payment also includes the $15 in-network 
physician office visit charge and the $25 emergency room visit charge, although these office visit or 
emergency room visit Co-payments do not apply to your Deductible or annual Out-of-Pocket Maximum. 
You are still responsible for paying the $15 in-network physician office visit Co-payment, the $25 
emergency room visit Co-payment, and your Co-payments under mental health and substance abuse 
treatment, prescription drug and vision coverage even after your medical coverage Out-of-Pocket 
Maximum is met. 

Coverage Category; Coverage Level 

The number of people included under your coverages.  Coverage categories include Employee-Only, 
Employee Plus One Dependent, and Employee Plus Two or More Dependents. 

Covered Expenses; Covered Services 

Those services or supplies eligible for payment under the coverage you have selected.  Please note, 
however, that even if a service is covered, it may not be covered at 100% (see Co-payment), or it may not 
be paid for if you have not yet met your Deductible (see Deductible), or it may be covered at a Usual, 
Customary and Reasonable level (see Usual, Customary and Reasonable (UCR) Charges). 

Deductible 

The amount you are required to pay each year before payments are made by the medical coverage 
options for Covered Services.  The amount credited to the Deductible is the actual charge or the amount 
that the Network Administrator determines is the Usual, Customary, and Reasonable Charge for a service 
or product.  See Appendix C for Deductible amounts under the medical coverage.  The $15 in-network 
office visit Co-payment, the $25 emergency room visit Co-payment, and any out-of-pocket expenses that 
you pay for mental health and substance abuse treatment, prescription drug or vision coverage do not 
apply toward the Deductible. 

Eligibility Service 

Your service credit used to determine your eligibility for pension benefits.  It includes service for periods of 
employment after age 65.  

http://www.mybenefitsdirectory.com/westinghouse
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Eligible Dependents 

Dependents eligible for medical coverage, dental coverage, Dependent Life Insurance Coverage, and 
Personal Accident Insurance Coverage include: 

1. Your spouse, and 

2. Your unmarried children under age 21 who totally depend on you for support.  Dependent children 
age 19 and older who work full-time cannot receive benefits. 

Dependent children may continue to be covered beyond their 21st birthday if, in addition to the above, 
they are: 

• full-time students in a recognized course of study or training, up to their 25th birthday, not covered 
by any other group benefits plan (except student coverage) and classified as a full-time student by 
the educational institution in which the student is enrolled; or 

• (1) unable to support themselves because of a Total and Permanent Disability (a) that began 
before their 19th birthday if the dependent child worked in full-time employment after their 19th 
birthday, or (b) that began before their 21st birthday if the dependent child did not engage in full-
time employment after their 19th birthday, or (c) that began before their 25th birthday if the 
dependent child was covered as a full-time student dependent under the Plan on the date the 
Total and Permanent Disability began, and (2) are enrolled in the Plan's coverage on the date the 
Total and Permanent Disability began.  A disabled dependent child must be continually covered; 
if coverage stops for any reason, the child cannot be enrolled as a disabled dependent again 
unless the child otherwise meets the definition of an eligible dependent.  The medical Network 
Administrator makes the disability certification determination and the certification period (the 
maximum certification period is five years) is based on the medical information that you submit on 
behalf of your dependent child.  

Your children include: 

• your own children; 

• legally adopted children; 

• children placed with you for adoption; 

• stepchildren living with you; 

• children supported only by you and living permanently in your household; and 

• dependents who are eligible as a result of a Qualified Medical Child Support Order 
(QMCSO).  See QMCSO definition in this Appendix.  You will be notified if the medical 
child support order that is submitted is qualified. 

A "spouse" refers only to a person of the opposite sex who is a husband or a wife.  The Plan 
Administrator has the discretion to determine whether a person is a spouse for purposes of the Welfare 
Benefits Plan. 

Your spouse is the only eligible dependent under Special Programs with Medicare coverage. 

Dependents do not include: 

• Any person, whether related to you or not, who resides outside of the United States or 
Canada; and 
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• Any person not specified in the definition of dependents. 

Employee-Only Coverage 

Medical and/or dental Coverage Category that provides benefits for you, the employee, only.  This 
coverage does not provide benefits for your dependents. 

Employee Plus One Dependent 

Medical and/or dental Coverage Category that provides benefits for you and one Eligible Dependent. 

Employee Plus Two or More Dependents 

Medical and/or dental Coverage Category that provides benefits for you and two or more Eligible 
Dependents. 

Employer, Participating Employer 

Westinghouse Government Services Group or any subsidiary or affiliate that, by action of its Board of 
Directors and with the approval of the Board of Directors of Westinghouse, adopts this Plan, as specified 
in Appendix A to the Plan. 

Enrollment Notice 

The Notice that you receive with your new hire /  newly eligible enrollment kit that contains the date by 
which you need to enroll. 

ERISA 

The Employee Retirement Income Security Act of 1974, as amended from time to time. 

Excluded Unit 

An employer that is a subsidiary or affiliate of an Employer but that does not participate in the Plan.  PCI 
Energy Services is an Excluded Unit. 

Experimental/Investigative 

Experimental/Investigative is determined at the sole discretion of the Network Administrator. 

Experimental/Investigative is the use of any treatment, service, procedure, facility, equipment, drug, 
device or supply (intervention) which is not determined by the Network Administrator to be medically 
effective for the condition being treated. 

The Network Administrator will consider an intervention to be Experimental/Investigative if: the 
intervention does not have FDA approval to be marketed for the specific relevant indication(s); or 
available scientific evidence does not permit conclusions concerning the effect of the intervention on 
health outcomes; or the intervention is not proven to be as safe or as effective in achieving an outcome 
equal to or exceeding the outcome of the alternative therapies; or the intervention does not improve 
health outcomes; or the intervention is not proven to be applicable outside the research setting.  If an 
intervention, as defined above, is determined to be experimental/investigative at the time of the service, it 
will not receive retroactive coverage, even if it is found to be in accordance with the above criteria at a 
later date. 
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Full-Time Employee 

An employee who is regularly scheduled to work more than 32 hours per week for an Employer. 

Furlough 

When a temporary working schedule, less than the employee's normal schedule, is in effect.  

Hourly Employee 

An employee who is classified as hourly on the Employer’s payroll system. 

Involuntary and Voluntary Separation 

Involuntary Separation means separation by Layoff, Permanent Job Separation, release, or discharge 
through no fault of your own for reasons related to the business.  All other separations are considered 
voluntary, including quitting, resigning, retiring, failing to report for work when not excused, and failing to 
return to work when recalled from an inactive seniority roll. 

Job-Related 

Sickness or injury for which you are entitled to benefits under workers' compensation or occupational 
disease laws or similar laws.  It does not mean sickness or injury that you incur as an employee of any 
other employer. 

Layoff 

Your employment ends through no fault of your own for lack of work for reasons related to the business, 
and the Employer determines there is a reasonable expectation of recall within one year. 

Leave of Absence 

A continuous period of 30 days or more away from work where the intent is to reinstate the employee at 
the expiration of the leave.  The Employer must approve a Leave of Absence before the Leave of 
Absence begins. 

Lifetime Maximum 

The aggregate total amount of benefits payable for all expenses incurred on account of all injuries and 
sicknesses to any individual under medical coverage received from an out-of-network provider.  There are 
separate Lifetime Maximums for orthodontic expenses under dental coverage and for the hospital 
program for you and your spouse combined under Special Programs with Medicare (SPM). 

Maintenance Drug; Maintenance Medication 

A medication prescribed for the treatment of a chronic condition (such as high blood pressure or diabetes) 
and which you or a covered dependent will continue to take for 30 days or more. 

Medically Necessary and Appropriate 

Medically Necessary and Appropriate services or supplies are those provided by an approved facility or 
provider that the Network Administrator determines:  
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• are appropriate for the symptoms and diagnosis or treatment of your condition, illness, 
disease or injury; 

• are provided for the diagnosis, or the direct care and treatment of your condition, illness, 
disease or injury; 

• are in accordance with standards of good medical practice; 

• are not primarily for your convenience, or the provider's; and 

• are the most appropriate supply or level of service that can safely be provided to you.  

When applied to hospitalization, this further means that you require acute care as an inpatient due to the 
nature of the services rendered or your condition, and you cannot receive safe or adequate care as an 
outpatient. The Network Administrator reserves the right to determine, in its sole judgment, whether a 
service is Medically Necessary and Appropriate.  No benefits will be provided unless the Network 
Administrator determines that the service or supply is Medically Necessary and Appropriate. 

Network Administrator 

The organization that credentials, evaluates, and contracts with providers to establish a network of 
providers; pays claims according to Plan provisions; and makes determinations regarding Covered 
Expenses, including determinations as to whether charges are Usual, Customary and Reasonable and 
whether services or products are Experimental/Investigative or Medically Necessary and Appropriate. 

No Coverage 

Your decision not to be covered for a given benefit offered through the Plan. 

Out-of-Pocket Maximum 

The highest amount you are required to pay in Co-payments and Deductibles for any Covered Expenses 
that you or your covered dependents have in a calendar year.  When you or your covered dependents 
reach the Out-of-Pocket Maximum for the calendar year, the coverage pays 100% of the Allowable 
Amount for all remaining Covered Expenses for the rest of the calendar year, up to the Lifetime Maximum 
except for the $15 office visit Co-payment and the $25 emergency room Co-payment and your Co-
payments under mental health and substance abuse treatment, prescription drug and vision coverage.  
The Out-of-Pocket Maximum refers to Allowable Expenses only.  If you do not use preferred or 
participating providers, you may incur charges above the Allowable Amount.  You are responsible for any 
such charges, and these expenses do not count toward your Out-of-Pocket Maximum. 

The $15 in-network office visit Co-payment, the $25 emergency room visit Co-payment, and any out-of-
pocket expenses that you pay for mental health and substance abuse treatment, prescription drug, or 
vision coverage do not apply toward the annual Out-of-Pocket Maximum. 

Part-Time Employee 

An employee who is regularly scheduled to work between 24 and 32 hours per week for an Employer. 
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Permanent Job Separation; Permanent Separation 

When your employment ends through no fault of your own for lack of work for reasons related to the 
business and Westinghouse has no reasonable expectation of re-employment.  You are not considered to 
be permanently separated if you are offered continued employment by: 

• The Employer; 

• A subsidiary of the Employer; 

• A Successor Employer; 

• Any employer at least 50% owned by an Employer; or 

• Any employer partly owned by an Employer that participates in the Westinghouse 
Government Services Group Pension Plan, the West Valley Pension Plan, or the Tru 
Solutions Pension Plan. 

Plan 

The Westinghouse Government Services Group Welfare Benefits Plan. 

Plan Year 

The 12-month period for which current benefits, limits, Deductibles, and maximums apply.  For the 
Westinghouse Government Services Group Welfare Benefits Plan, the Plan Year is the calendar year 
(January 1 -December 31). 

Post-Service Claim 

Any claim for a benefit for medical care or treatment that is not a Pre-Service Claim or an Urgent Health 
Care Claim. 

Pre-Service Claim 

Any claim for a benefit where approval of the claim is required prior to obtaining medical care. 

Pre-Tax Contribution 

Employee contributions on which no federal or state income tax or Social Security tax is paid when they 
are used to purchase a benefit coverage under the Plan or placed in a Spending Account. 

Preventive Care 

Any medical or dental service that is designed to avoid illness or promote wellness. 

Qualified Medical Child Support Order (QMCSO) 

Any court order which: 

1. Provides for child support with respect to a participant's child or directs the participant to provide 
coverage under a health benefits plan under a state domestic relations law, or 

2. Enforces a law relating to medical child support described in Social Security Act, Section 1908, with 
respect to a group health plan. 
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Retire 

Retire as used in this Plan means retirement directly following active employment at age 58 with 30 years 
of Eligibility Service, age 60 with 10 years of Eligibility Service, or age 65 with 5 years of Eligibility 
Service. 

Salaried Employee 

An employee who is classified as salaried on the payroll system. 

Spending Account 

An account that permits you to receive non-taxable benefits for IRS-approved health care expenses or 
day care costs.  When you enroll in a Spending Account, you authorize the Employer to make Pre-Tax 
Contributions to these accounts on your behalf.  

Spending Account Administrator 

The company, currently FlexBen Corporation, designated by the Plan Administrator to fulfill the Spending 
Account administrative functions of the Plan. 

Successor Employer 

An employer that buys or takes control of the Employer’s business, as determined by Westinghouse 
Government Services Group, and that employs you. 

Total Disability; Totally Disabled 

The inability, because of an illness or injury, to engage in any gainful occupation for which you are 
reasonably qualified by education, training, experience, and past earnings as determined by the 
insurance company or Total Disability Manager.  However, for the first 12 months of your absence due to 
disability, you will be considered Totally Disabled if you are unable, because of illness or injury, to perform 
each of the material duties of your occupation as determined by the insurance company or Total Disability 
Manager.  In addition, you must be under the care of a physician for any required treatment of your 
disability and, when the insurance company or Total Disability Manager requests it, you must provide 
satisfactory proof of your continued Total Disability.  

Total Disability Manager; Total Disability Management Administrator  

The company, currently Hartford Life and Accident Company, designated by the Plan Administrator to 
fulfill the disability case management functions of the Plan. 

Total and Permanent; Total and Permanent Disability; Totally and Permanently Disabled 

A disability is considered Total and Permanent if you are wholly prevented from performing any work.  
The insurance carrier or Total Disability Manager must approve you for Total and Permanent Disability 
benefits. 

Urgent Health Care Claim 

A claim for medical care or treatment where the time periods for making non-urgent care determinations 
could (i) seriously jeopardize the life or health of the claimant or the ability of the claimant to regain 
maximum function or (ii) in the opinion of a physician with knowledge of the claimant’s medical condition, 
would subject the claimant to severe pain that cannot be adequately managed without the care or 
treatment that is the subject of the claim. 
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Usual, Customary, and Reasonable (UCR) Charges 

The fees set by the Network Administrator that reflect typical fees charged for services in your area.  This 
means that the charge for a claim is usual for that particular service, that the fee is customary for a 
particular area, and that it is reasonable based on the particular medical circumstances.  Network 
Administrators assign UCR levels to all medical and dental services and pay claims based on those 
levels.  Expenses above these amounts are not paid or covered under the terms of the benefit coverages.  
The Network Administrator may refer to these charges as “Allowable Amounts” or “Allowable Expenses” 
on claims statements. 

Waiting Period 

The period before all health and welfare benefits begin.  The Waiting Period for all coverages, except 
Business Travel Accident Insurance Coverage, is until the 1st of the month following 30 days of 
continuous employment.  Business Travel Accident Insurance Coverage starts on the 1st day of 
employment with an Employer. 

Westinghouse 

Westinghouse Government Services Group and any successor entity. 

Westinghouse Benefits Center; Benefits Center 

The service center, currently managed by Hewitt Associates, designated by the Plan Administrator to 
fulfill the administrative functions of the Plan, such as, among other tasks, processing Plan enrollment. 
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Appendix C – Medical Coverage 

Details of the Premium and Standard PPO Medical Coverage Options 

Premium PPO Medical Coverage Standard PPO Medical Coverage 

Benefits In-Network Care 
Out-of-Network 

Care In-Network Care Out-of-Network Care

Deductible 
• Individual 
 
• Family 

 

$150 

$250 

 

$350 

$650 

 

$350 

$650 

 

$950 

$1850 

Medical Option Pays 90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Employee Co-Payment 
(Except office/ER visits 
as noted below) 

10% 30% 20% 40% 

Physician Office Visits 100% after  
$15 Co-

payment/visit* 

70% after Deductible 100% after  
$15 Co-

payment/visit* 

60% after Deductible

Out-of-Pocket 
Maximum (excludes 
Co-payments for 
physician office/ER 
visits and amounts 
over UCR) 

$1,500 Individual 
 

$2,500 Family 

$3,500 Individual 
 

$6,500 Family 

$2,500 Individual 
 

$4,500 Family 

$4,500 Individual 
 

$8,500 Family 

Lifetime Maximum Unlimited $300,000 Unlimited $300,000 

Preventive Care - 
Adult 

• Routine physical 
exams 

100% after  
$15 Co-payment/visit*

Not Covered 100% after  
$15 Co-payment/visit* 

Not Covered 

• Routine 
gynecological 
exams, including a 
PAP Test 

100% after  
$15 Co-payment/visit*

 

70% after Deductible 100% after  
$15 Co-payment/visit* 

60% after Deductible

• Mammograms, as 
required 

100%; No Deductible 70% after Deductible 100%; No Deductible 60% after Deductible

Notes: 

• The office visit Co-payments apply to the charge for the visit only.  If any other eligible services are performed 
during the visit, such as lab work or x-rays, those services would be subject to the Deductible and Co-
payment.  For example, a routine gynecological exam and pap test are not subject to coverage Deductibles 
and maximums.  However, the laboratory analysis of the pap smear itself is subject to coverage Deductible 
and maximums. 

• Preventive Care is covered according to the carrier’s schedule.  If a test performed during a routine physical 
exam is not on the carrier’s schedule for Preventive Care, it will not be covered unless there was a diagnostic 
reason for performing the test. 
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Premium PPO Medical Coverage Standard PPO Medical Coverage 

Benefits In-Network Care 
Out-of-Network 

Care In-Network Care Out-of-Network Care

Preventive Care - 
Pediatric 

• Routine physical 
exams 

 

100% after  
$15 Co-payment/visit*

 

Not Covered 

 

100% after  
$15 Co-payment/visit* 

 

Not Covered 

• Pediatric 
immunizations 

100%; No Deductible 70% after Deductible 100%; No Deductible 60% after Deductible

Notes: 

• The office visit Co-payments apply to the charge for the visit only.  If any other eligible services are performed 
during the visit, such as lab work or x-rays, those services would be subject to the Deductible and Co-
payment. 

• Childhood immunizations are not subject to coverage Deductibles and maximums.  However, any separate 
charges for administration of the immunization are subject to coverage Deductible and maximums. 

• Preventive Care is covered according to the carrier’s schedule.  If a test performed during a routine physical 
exam is not on the carrier’s schedule for Preventive Care, it will not be covered unless there was a diagnostic 
reason for performing the test. 

Emergency Room 
Visits 

100% after $25 Co-payment/visit* 
(waived if admitted) 

100% after $25 Co-payment/visit* 
(waived if admitted) 

Maternity 90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Infertility Counseling, 
testing and treatment 
** 

90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Assisted fertilization 
procedures 

Not Covered Not Covered Not Covered Not Covered 

Hospital expenses 
(inpatient and 
outpatient) 

90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Medical/Surgical 
Expenses  
(Except office visits) 

90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Diagnostic Services 
(Lab, X-Ray, and other 
tests) 

90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Physical Therapy 
(Professional) 

90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Spinal Manipulations 

Limit: 25 visits/calendar 
year, combined in and 
out of network 

90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible
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Premium PPO Medical Coverage Standard PPO Medical Coverage 

Benefits In-Network Care 
Out-of-Network 

Care In-Network Care Out-of-Network Care

Durable Medical 
Equipment 

90% after in-network Deductible 80% after in-network Deductible 

Hearing Aids 

• $400 limited to 2 in 
3 consecutive 
calendar years 

90% after Deductible 70% after Deductible 80% after Deductible 60% after Deductible

Ambulance 90% after in-network Deductible 80% after in-network Deductible 

Skilled Nursing  
Facility Care 

• Limit: 30 
days/calendar year 

90% after in-network Deductible 80% after in-network Deductible 

Home Health Care 

• Limit: 30 
visits/calendar year 

90% after in-network Deductible 80% after in-network Deductible 

Hospice 90% after in-network Deductible 80% after in-network Deductible 

Private Duty Nursing 

• Limit: 
$20,000/calendar 
year 

90% after in-network Deductible 80% after in-network Deductible 

Speech, Occupational 
Therapy (Professional) 

90% after in-network Deductible 80% after in-network Deductible 

Precertification 
Requirements 

Performed by Employee1 Performed by Employee1 

 

The percentages specified are the percentages of the Network Administrator’s Allowance. 

* The $15 office visit and $25 emergency room visit Co-payments do not apply to the Deductible or the Out-of-Pocket 
Maximum.  The office visit and emergency room visit Co-payments apply to the charge for the visit only.  If any other 
eligible services are performed during the visit, such as lab work or x-rays, those services would be subject to the 
Deductible and Co-payment. 

** Treatment includes coverage for the correction of a physical or medical problem associated with infertility. 

1 If Highmark Blue Cross Blue Shield is not contacted 7-14 days prior to an inpatient admission and it is later 
determined that all or part of the inpatient stay was not Medically Necessary or Appropriate, the patient will be 
responsible for payment of any costs not covered.  If you or any of your covered dependents are admitted to a 
hospital as a result of an emergency, you are responsible for notifying Highmark Blue Cross Blue Shield within 48 
hours after the admission.  Under each of the options, please note that  you are responsible for pre-certifying any 
in-hospital stays or penalties may apply.  Precertification applies only for inpatient admissions (including surgical 
admission).  You can ask the provider to obtain the precertification; however, it is ultimately your responsibility to 
make sure the call is made.  Outpatient surgery does not require precertification since it does not involve an 
inpatient admission. 
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Details of the Mental Health and Substance Abuse Treatment Coverage 

Premium PPO Standard PPO 

In-Network                        Out-of-Network In-Network                        Out-of-Network 

Mental Health and 
Substance Abuse 

Treatment 
(through ValueOptions) 

90% if certified 
Inpatient:  30 days 

Outpatient:  60 visits

60% if certified 
30 days 
30 visits 

80% if certified 
Inpatient:  30 days 

Outpatient:  60 visits 

50% if certified 
30 days 
30 visits 

 Inpatient non-certified care:  40% (15 days) 
Outpatient non-certified care:  25% (15 visits) 

 
• The percentages specified are the percentages of the Network Administrator’s Allowance. 

• The number of days or visits specified are Plan Year maximums. 

• Benefits for alcohol or drug rehabilitation treatment, including detoxification, are limited to two 
Medically Necessary and Appropriate episodes of care per lifetime, inpatient or outpatient, for each 
covered person. 
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Details of Prescription Drug Coverage 

 In-Network Out-of-Network 

Retail Pharmacies • Prescription drug coverage will be provided in three tiers: 

1. Generic prescription drugs – participants will pay 20% 
of the cost of in-network generic drugs; 

2. Brand-name formulary ("preferred") prescription drugs 
– participants will pay 30% of the cost of in-network 
brand-name formulary (preferred) prescription drugs; 
and 

3. Brand-name non-formulary ("non-preferred") 
prescription drugs - participants will pay 35% of the 
cost of in-network brand-name non-formulary (non-
preferred) prescription drugs plus $15 for each fill of a 
prescription. 

Covered prescription drugs are dispensed according to 
the above 3-tier structure with no exceptions. 

• Limited to a 30-day supply 
 
• No claim forms are required 

• You pay the full cost 
of the covered 
prescription at the 
time of purchase 

• Submit a claim to the 
Network 
Administrator 

• The Plan reimburses 
you 20% of the cost 
of the covered 
prescription 

Mail-Service 
Pharmacy 

• Prescription drug coverage will be provided in three 
tiers: 

1. Generic prescription drugs – participants will pay 20% 
of the cost of in-network generic drugs; 

2. Brand-name formulary ("preferred") prescription drugs 
– participants will pay 30% of the cost of in-network 
brand-name formulary (preferred) prescription drugs; 
and 

3. Brand-name non-formulary ("non-preferred") 
prescription drugs - participants will pay 35% of the 
cost of in-network brand-name non-formulary (non-
preferred) prescription drugs plus $15 for each fill of a 
prescription. 

Covered prescription drugs are dispensed according to 
the above 3-tier structure with no exceptions. 

• Limited to a 90-day supply (except controlled substances 
as restricted by law) 

Not Applicable 

 

• You may purchase your covered prescription drugs through the network in one of two ways. You may 
purchase up to a 30-day supply at a network retail pharmacy, or up to a 90-day supply through the 
mail service pharmacy.  The mail service pharmacy is mandatory for maintenance medications, but 
can also be used for non-maintenance medications as well.  You may purchase the initial fill of a 
Maintenance Medication, plus a 30-day refill, at a network retail pharmacy without penalty, but all 
subsequent refills of this medication must be filled through the mail service in order to obtain the 
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higher benefit level. In fact, it may be beneficial to have your first Maintenance Medication 
prescription filled at a network retail pharmacy in case you have an adverse reaction to the 
medication. This way, you will have only paid your Co-payment on a 30-day supply rather than a 
90-day supply if you need to switch medications. To take advantage of this provision, when your 
physician first prescribes a new Maintenance Medication for you, ask your physician to write two 
prescriptions – one for a 30-day supply plus one 30-day refill, and one for a 90-day supply with up to 
3 additional refills (except where restricted by law). Have the 30-day supply filled at a network retail 
pharmacy. Once you are comfortable that you do not experience any adverse side effects from the 
Maintenance Medication, have the 90-day supply filled at the mail service pharmacy. This way, you 
maximize your benefits and are not paying for a large supply of medication that you may not be able 
to use. 

 
• If you choose to obtain refills at an in-network retail pharmacy for subsequent Maintenance 

Medications that should be filled through the mail service pharmacy, you must pay the difference 
between the mail service price and the retail price, plus your applicable Co-payment on the mail order 
price. 

 
• Generic medication will be supplied unless the physician prescribing the medication indicates 

“dispense as written (DAW)”. If a covered generic medication is available in place of the brand name 
drug, and you elect to purchase the brand rather than the generic drug, even if your physician 
indicated “dispense as written (DAW)”, you will pay the difference between the brand price and the 
generic price, plus the applicable Co-payment on the generic price. This is applicable to both 
in-network retail pharmacies and the mail service pharmacy.  There are no exceptions to this, even 
if a person cannot take a generic for medical reasons. 

 
• Non-covered fertility drug prescriptions can be purchased at a network pharmacy or through the mail 

service pharmacy at 100% Co-payment. If you purchase these non-covered prescriptions at a 
network pharmacy or through the mail service pharmacy, you will receive the network discount price. 

 
• If you pay $2,500 for covered prescription drug expenses out of your own pocket for a covered person, 

the Plan covers all remaining eligible prescription drug expenses for that person for the remainder of 
the Plan Year at 100%. 
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Details of Prescription Drug Coverage under Special Programs with Medicare 
(SPM) 

 In-Network Out-of-Network 

Retail Pharmacies • You pay 50% of the cost of a covered 
prescription at the time of purchase; 
the Plan pays 50% 

• Limited to a 30-day supply 
• No claim forms are required 

• You pay the full cost of the covered 
prescription at the time of purchase 

• Submit a claim to the Network 
Administrator 

• The Plan reimburses you 20% of the 
cost of the covered prescription 

Mail-Service 
Pharmacy 

• You pay 50% of the cost of a covered 
prescription, by personal check or 
major credit card; the Plan pays 50% 

• Limited to a 90-day supply (except 
controlled substances as restricted by 
law) 

 

 
• You may purchase your covered prescription drugs through the network in one of two ways. You may 

purchase up to a 30-day supply at a network retail pharmacy, or up to a 90-day supply through the 
mail service pharmacy.  The mail service pharmacy is mandatory for maintenance medications, but 
can also be used for non-maintenance medications as well.  You may purchase the initial fill of a 
Maintenance Medication, plus a 30-day refill, at a network retail pharmacy without penalty, but all 
subsequent refills of this medication must be filled through the mail service in order to obtain the 
higher benefit level. In fact, it may be beneficial to have your first Maintenance Medication 
prescription filled at a network retail pharmacy in case you have an adverse reaction to the 
medication. This way, you will have only paid your Co-payment on a 30-day supply rather than a 
90-day supply if you need to switch medications. To take advantage of this provision, when your 
physician first prescribes a new Maintenance Medication for you, ask your physician to write two 
prescriptions – one for a 30-day supply plus one 30-day refill, and one for a 90-day supply with up to 
3 additional refills (except where restricted by law). Have the 30-day supply filled at a network retail 
pharmacy. Once you are comfortable that you do not experience any adverse side effects from the 
Maintenance Medication, have the 90-day supply filled at the mail service pharmacy. This way, you 
maximize your benefits and are not paying for a large supply of medication that you may not be able 
to use. 

 
• If you choose to obtain refills at an in-network retail pharmacy for subsequent Maintenance 

Medications that should be filled through the mail service pharmacy, you must pay the difference 
between the mail service price and the retail price, plus your 50% Co-payment on the mail order 
price. 

 
• Generic medication will be supplied unless the physician prescribing the medication indicates 

“dispense as written (DAW)”.   If a covered generic medication is available in place of the brand name 
drug, and you elect to purchase the brand rather than the generic drug, even if your physician 
indicated “dispense as written (DAW)”, you will pay the difference between the brand price and the 
generic price, plus the 50% Co-payment on the generic price. This is applicable to both in-network 
retail pharmacies and the mail service pharmacy. There are no exceptions to this, even if a person 
cannot take a generic for medical reasons. 

 
• Non-covered fertility drug prescriptions can be purchased at a network pharmacy or through the mail 

service pharmacy at 100% Co-payment. If you purchase these non-covered prescriptions at a 
network pharmacy or through the mail service pharmacy, you will receive the network discount price. 



Westinghouse Government Services Group  Welfare Benefits Plan 

114 

 

Details of Vision Coverage — Schedule of Maximum Benefits 

Service In-Network (VSP) Out-of-Network 

Vision Exam 100% after $15 Co-payment $35.00 

Lens (per set) 

• Single Vision 

 

$50 

 

$50 

• Bifocal $70 $70 

• Trifocal $95 $95 

• Lenticular (Biconvex) $105 $105 

• Contact $90 $90 

Frames $50 $50 
 
Your vision care benefits cover vision exams once in every other calendar year. They replace lenses 
and/or frames, or contact lenses instead of lenses and/or frames, once every other calendar year. 
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Appendix D – Dental Coverage 

Details of the Dental Options 

PREMIUM DENTAL PPO 

Coverage Feature In-Network Out-of-Network 

Annual Deductible None 

Annual Maximum $1,000 per covered person 

Lifetime Orthodontia Maximum $1,000 per covered person 

Preventive Services   

Routine Exams 

• Exams:  2 per calendar year 

• Full Mouth x-rays:  1 every 36 months 

• Bitewings:  2 per calendar year 

100% 90% 

Teeth Cleaning 

• Maximum of 2 per year 

100% 90% 

Fluoride Treatments (up to 19th birthday) 

• Maximum of 2 per year 

100% 90% 

Sealants - Permanent Molars only (up to 15th 
birthday) 

• 2 treatments per tooth 

100% 90% 

Space Maintainers (up to 19th birthday) 100% 90% 

Basic Services   

Endodontics (root canals) 80% 70% 

Periodontics 80% 70% 

Oral Surgery 80% 70% 

Simple Extractions 80% 70% 

General Anesthesia – when Medically 
Necessary and Appropriate 

80%  70% 

Routine Fillings 80% 70% 

Crown, Denture, & Bridge Repair 80%  70%  

Major Services   

Inlays, Onlays, & Crowns 50% 40% 
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PREMIUM DENTAL PPO 

Coverage Feature In-Network Out-of-Network 

Bridges & Dentures 

• 1 per 60 months 

50% 40% 

Orthodontia   

Braces (includes all related care, supplies and 
service) 

• Orthodontia treatment must begin before 
the eligible dependent’s 19th birthday 

• $1,000 lifetime per covered Eligible 
Dependent 

50% 50% 

The percentages specified above are the percentages of the maximum allowable charge. 
 

 

STANDARD DENTAL PPO 

Coverage Feature In-Network Out-of-Network 
Annual Deductible None 

Annual Maximum $1,000 per covered person 

Lifetime Orthodontia Maximum $1,000 per covered person 

Preventive Services   

Routine Exams 

• Exams:  2 per calendar year 

• Full Mouth x-rays:  1 every 36 months 

• Bitewings:  2 per calendar year 

80% 60% 

Teeth Cleaning 

• Maximum of 2 per year 

80% 60% 

Fluoride Treatments (up to 19th birthday) 

• Maximum of 2 per year 

80% 60% 

Sealants - Permanent Molars only (up to 15th 
birthday) 

• 2 treatments per tooth 

80% 60% 

Space Maintainers (up to 19th birthday) 80% 60% 

Basic Services   

Endodontics (root canals) 60% 40% 

Periodontics 60% 40% 
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STANDARD DENTAL PPO 

Coverage Feature In-Network Out-of-Network 

Oral Surgery 60% 40% 

Simple Extractions 60% 40% 

General Anesthesia – when Medically 
Necessary and Appropriate 

60% 40% 

Routine Fillings 60% 40% 

Crown, Denture, & Bridge Repair 60%  40%  

Major Services   

Inlays, Onlays, & Crowns 50% 30% 

Bridges & Dentures 

• 1 per 60 months 

50% 30% 

Orthodontia   

Braces (includes all related care, supplies and 
service) 

• Orthodontia treatment must begin before 
the eligible dependent's 19th birthday 

• $1,000 lifetime per covered Eligible 
Dependent 

50% 50% 

The percentages specified above are the percentages of the maximum allowable charge. 
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Appendix E – What Is Not Covered Under 
Medical Coverage 

The Premium PPO, Standard PPO and the Comprehensive Out-Of-Area medical coverage options cover 
the same services.  None of the Plan’s medical coverage options will provide benefits for services, 
supplies or charges: 

• Which are not Medically Necessary and Appropriate as determined by the Network 
Administrator 

• Which are not prescribed by or performed by or upon the direction of a professional 
provider 

• Which are in excess of the Usual, Customary and Reasonable Charges or the Allowance 

• Which are provided by other than hospitals, physicians, other facility providers, 
professional providers or suppliers who are certified and approved for payment by the 
Network Administrator 

• Which are Experimental / Investigative in nature as determined by the Network 
Administrator 

• Which are rendered prior to your benefit eligibility date 

• Which are incurred after the termination date of your coverage, except as provided by the 
Plan 

• For any illness or injury suffered after your effective date as a result of any act of war 

• For which you would have no legal obligation to pay 

• Which are received from a dental or medical department maintained, in whole or in part, 
by or on behalf of an employer, a mutual benefit association, labor union, trust, or similar 
person or group 

• To the extent payment has been made under Medicare when Medicare is primary or 
would have been made if you had applied for Medicare, claimed Medicare benefits and 
Medicare was primary; however, this exclusion shall not apply when the group is obligated 
by law to offer you the benefits of this program and you elect this coverage as primary or 
the law provides that this coverage is primary 

• For any amounts you are required to pay under the Deductible and/or Co-payment 
provisions of Medicare or any Medicare supplement coverage 

• For any illness or injury which occurs in the course of employment if benefit or 
compensation are available, in whole or in part, under the provisions of any federal, state 
or local government’s workers' compensation, occupational disease or similar type 
legislation.  This exclusion applies whether or not you claim the benefits or compensation 

• To the extent benefits are provided to members of the armed forces and the National 
Health Service or to patients in Veterans' Administration facilities for service-connected 
illness or injury unless you have a legal obligation to pay 

• For treatment or services for injuries resulting from the maintenance or use of a motor 
vehicle if such treatment or service is paid or payable under a plan or policy of motor 
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vehicle insurance, including a certified or qualified plan of self-insurance, or any fund or 
program for the payment of extraordinary medical benefits established by law, including 
medical benefits payable in any manner under the Pennsylvania Motor Vehicle Financial 
Responsbility Act 

• For prescription drugs and medicines requiring a legally licensed physician's prescription 
and dispensed by a legally licensed pharmacist, except those which are administered to 
an inpatient in a facility provider, and except as provided by the prescription drug 
coverage under the Plan 

• For nicotine cessation support programs and/or classes 

• For any treatment, whether in-patient or out-patient, for mental health and substance 
abuse treatment, except as provided by the mental health and substance abuse treatment 
coverage under the Plan 

• For methadone hydrochloride treatment for which no additional functional progress is 
expected to occur 

• Which are submitted by a certified registered nurse and another professional provider for 
the same services performed on the same date for the same patient 

• Rendered by a provider who is a member of the patient's immediate family or who resides 
in the same household as the patient 

• Which are performed by a professional provider enrolled in an education or training 
program when such services are related to the education or training program 

• For ambulance services, except as provided by the Plan 

• For operations for cosmetic purposes done to improve the appearance of any portion of 
the body, and from which no improvement in physiological function can be expected, 
except as otherwise required  by law.  Other exceptions to this exclusion are: a) surgery to 
correct a condition resulting from an accident; b) surgery to correct congenital birth 
defects; and c) surgery to correct a functional impairment which results from a covered 
disease or injury 

• For telephone consultations, charges for failure to keep a scheduled visit, or charges for 
completion of a claim form 

• For personal hygiene and convenience items such as, but not limited to, air conditioners, 
humidifiers, physical fitness equipment, stair glides, elevators/ lifts or “barrier free” home 
modifications, whether or not specifically recommended by a professional provider 

• For inpatient admissions which are primarily for diagnostic studies 

• For inpatient admissions primarily for physical therapy 

• For custodial care, domiciliary care, residential care, protective and supportive care 
including educational services, rest cures and convalescent care 

• For therapy services for which no expectation of restoring or improving a level of function 
or when no additional functional progress is expected to occur, and which are determined 
not to be Medically Necessary and Appropriate 

• For respite care 
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• Which are directly related to the care, filling, removal or replacement of teeth, the 
treatment of injuries to or diseases of the teeth, gums or structures directly supporting or 
attached to the teeth.  These include, but are not limited to, apicoectomy (dental root 
resection), root canal treatments, soft tissue impactions, alveolectomy and treatment of 
periodontal disease, except for certain orthodontic treatment for congenital cleft palates as 
provided in conjunction with maxillary alveolar bone graft surgery, and the congenital cleft 
is a complete cleft of the maxillary alveolus. Treatment is limited to pre-surgical 
orthodontics to align the alveolar segments of the maxillary arch prior to bone graft 
surgery and orthodontic stabilization following bone graft surgery to hold the maxillary 
alveolar segments in position until the bone grafts have stabilized 

• For oral surgery procedures, except for the treatment of accidental injury to the jaw, sound 
and natural teeth, mouth or face, and the removal of partially or fully boney impacted 
wisdom teeth, unless specifically provided 

• For treatment of temporomandibular joint (jaw hinge) syndrome with intra-oral prosthetic 
devices, or any other method to alter vertical dimensions and/or restore or maintain the 
occlusion and treatment of temporomandibular joint dysfunction not caused by 
documented organic joint disease or physical trauma 

• For palliative or cosmetic foot care including flat foot conditions, supportive devices for the 
foot, the treatment of subluxations of the foot, care of corns, bunions, (except capsular or 
bone surgery), calluses, toe nails, fallen arches, weak feet, chronic foot strain, and 
symptomatic complaints of the feet, except when such devices or services are related to 
the treatment of diabetes 

• For tinnitus maskers, or examinations for the prescription or fitting of hearing aids 

• For any treatment leading to or in connection with transsexual surgery; except for 
sickness or injury resulting from such surgery 

• For treatment provided specifically for the purpose of assisted fertilization, including 
pharmacological or hormonal treatments used in conjunction with assisted fertilization, 
unless mandated or required by law 

• For eyeglasses or contact lenses and the vision examination for prescribing or fitting 
eyeglasses or contact lenses (except for the initial pair of contact lenses / glasses 
prescribed following cataract extraction in place of surgically implanted lenses, or sclera 
shells intended for use in the treatment of disease or injury) except as provided by the 
vision coverage under the Plan 

• For correction of myopia, hyperopia or presbyopia, including but not limited to corneal 
microsurgery, such as keratomileusis, keratophakia, radial keratotomy, corneal ring 
implants and LASIX 

• For nutritional counseling and services except as provided by the Plan 

• For weight reduction programs, including all diagnostic testing related to weight reduction 
programs, unless Medically Necessary and Appropriate 

• For Preventive Care services, wellness services or programs, except as provided by the 
Plan or as mandated by law 

• For well baby care and immunizations, except as provided by the Plan 

• For allergy testing, except as provided by the Plan or as mandated by law 
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• For routine or periodic physical examinations, the completion of forms, and preparation of 
specialized reports solely for insurance, licensing, employment or other on-preventive 
purpose, suchas pre-marital examinations, physicals for school, camp, sports or travel, 
which are not Medically Necessary and Appropriate, except as provided by the Plan or as 
mandated by law 

• For immunization required for foreign travel or employment 

• For any treatment of sexual dysfunction not related to organic disease or injury  

• For any condition related to autistic disease of childhood, learning disabilities, and mental 
retardation which extends beyond traditional medical management or for inpatient 
confinement for environmental change 

• For any care, treatment or service which has been disallowed under the precertification 
provisions of the Plan 

• For treatment or services for which you are paid because of legal action or settlement 

• For dietary or food supplements 

• For Covered Services that exceed any calendar year limits or the Lifetime Maximum 

• For any other medical or dental service or treatment, except as provided by the Plan or as 
mandated by law 

In addition, under the prescription drug coverage, the following are also excluded: 

• Any prescription for more than a 30-day supply of drugs, unless purchased through the 
mail service pharmacy 

• Any prescription for more than a 90-day supply of drugs when purchased through the mail 
service pharmacy 

• Any charge for administration of drugs or insulin 

• Any drug or medication, except as provided by the Plan 

• Any amounts you are required to pay directly to the pharmacy for each prescription or refill 

• Charges for a prescription drug when such drug or medication is used for unlabeled or 
unapproved indications where such use has not been approved by the FDA 

• Any charge for a contraceptive medication other than oral contraceptives when such 
medication is used for contraceptive purposes and not for purposes in which the 
medication is Medically Necessary and Appropriate 

• Any charges for therapeutic devices or appliances, except as provided by the Plan 

• Any drug that is not on the list of covered drugs maintained by the Network Administrator. 
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In addition, under the mental health and substance abuse treatment coverage, the 
following are also excluded: 

• Art therapy 

• Marathon therapy 

• Bioenergetic therapy 

• Megavitamin or orthomolecular therapy 

• Carbon dioxide therapy 

• Narcotherapy with LSD 

• Confrontation therapy 

• Outward Bound programs 

• Consultation with a mental health professional for purposes of adjudication of marital & 
child support / custody cases 

• Primal therapy 

• Poetry therapy 

• Rechecked chart review 

• Rolfing 

• Sedative action electrostimulation therapy 

• Sensitivity training 

• Educational remediation 

• Sex addiction 

• Est (Erhard) & its derivatives 

• Sex therapy (without the DSM-IV diagnosis) 

• Gambling programs based solely on the 12 step (AA/NA model) 

• Training analysis (tuitional, orthodox) 

• Transcendental meditation 

• Guided imagery 

• Wilderness camps (including boot camps) 

• Hemodialysis for schizophrenia 
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• Z therapy 

• L-Tryptophan & vitamins, except thiamin injections (X-13) on admission for alcoholism & 
logical treatments 

• Hyperbaric or nomobaric oxygen therapy 

In addition, under the vision coverage, the following are also excluded: 

• Sunglasses 

• Additional charges for photosensitive or anti-reflective lenses 

• Any vision care service you received or ordered before the Plan covered you or after your 
coverage stops 

• Any excess charges over the scheduled vision care benefits 

• Orthoptics or vision training and any associated supplemental testing  

• Plano lenses  

• Medical or surgical treatment of the eyes  

• Replacement of lenses and frames furnished under this coverage, except as provided 
under the Plan 

In addition, under the Special Programs with Medicare’s (SPM) Hospital Program, the 
following are also excluded: 

• Any expenses beyond the $600 in-hospital benefit per Benefit Period while in the United 
States 

• Any expenses above the $60,000 combined Lifetime Maximum for you and your spouse 
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Appendix F – What Is Not Covered Under 
Dental Coverage 

The Premium and Standard dental coverage PPO options cover the same services. Neither dental 
coverage option will provide benefits for: 

• Services or supplies incurred prior to your benefit eligibility date or after your benefit 
termination date 

• Services not performed by a licensed dentist, except for scaling and polishing of teeth or 
fluoride treatments performed by a licensed dental hygienist under the supervision and 
billing of a licensed dentist   

• Services or supplies which are not necessary in terms of generally accepted dental 
standards, as determined by the Network Administrator 

• Cosmetic surgery, treatment or supplies, unless required for the treatment or correction of 
a congenital defect of a newborn child who is an eligible dependent 

• Replacement of a lost, missing or stolen crown, bridge or denture 

• Services or supplies which are covered by any workers compensation laws or 
occupational disease laws 

• Services or supplies which are covered by any employers' liability laws 

• Services or supplies which any employer is required by law to furnish in whole or in part 

• Services or supplies received through a medical department or similar facility which is 
maintained by the Employer 

• Repair or replacement of an orthodontic appliance 

• Services or supplies received for which no charge would have been made in the absence 
of dental benefits 

• Services or supplies that an employee is not required to pay 

• Provider’s charges in excess of the Allowance as set by the Network Administrator 

• Services or supplies which are deemed experimental in terms of generally accepted 
dental standards, as determined by the Network Administrator 

• Services or supplies received as a result of dental disease, defect, or injury due to an act 
of war, or a warlike act in time of peace, which occurs while dental benefits are in effect 

• Adjustment of a denture or bridgework which is made within 6 months after installation by 
the same dentist who installed it 

• Any duplicate appliance or prosthetic device 

• Use of material or home health aids to prevent decay, such as toothpaste or fluoride gels, 
with the exception of the topical application of fluoride twice a year for dependents up to 
their 19th birthday 
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• Instruction for oral care such as hygiene or diet 

• Periodontal splinting 

• Services or supplies to the extent that benefits are otherwise provided under this Plan or 
under any other plan which Westinghouse contributes to or sponsors 

• Implantology 

• Initial installation of a denture or bridgework to replace one or more natural teeth lost 
before your dental benefits started  

• Charges for broken appointments 

• Charges by the dentist for completing dental forms 

• Sterilization supplies 

• Services or supplies furnished by a family member 

• Treatment of temporomandibular joint disorders 

• Appliances or treatment for bruxism (grinding teeth) including but not limited to occlusal 
guards and night guards  

• Covered Services that exceed any calendar year limits or Lifetime Maximum under the 
Plan 

• Treatment or services for which you are paid because of legal action or settlement 

• Any other dental service or treatment, except as provided by the Plan 
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Appendix G – MetLife Life Insurance Booklets  

• Life and Accidental Death and Dismemberment (AD&D) Insurance and 
Dependent Life Insurance 

• Basic Life and Accidental Death and Dismemberment (AD&D) for Part-Time 
Employees 

• Personal Accident Insurance Coverage 

• Additional / Supplemental Life Insurance Coverage –  Grandfathered as of 
12/31/91 
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Appendix H – The Hartford Life and Accident 
Company Disability Insurance Booklets 

• Accident & Sickness Benefit Coverage (A&S) 

• Long-Term Disability Benefit Coverage 

Note:  CNA is now The Hartford and the certificates of insurance, which now say 

CNA, will be changed in the future to reflect The Hartford. 
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Appendix I – How To Report a Disability 
 

REPORTING A DISABILITY CLAIM 
 

 

WHEN DO I REPORT A DISABILITY CLAIM? 
 

You need to report a disability claim to Hartford Life within 7 days after your first absence from 
work.  Ask your doctor to make a copy of the attached “Authorization to Release Information” 
form.  Sign, date, and give the copy to your doctor to authorize your doctor to give the 
necessary information about your medical condition to the Hartford Life nurse. 

If you know you’re going to be out of work for a pre-scheduled absence (like a pregnancy) you 
can call up to 2 weeks in advance of your last day of work. 

 

WHAT CAN I EXPECT WHILE I’M OUT ON DISABILITY? 
 

Our goal is to help you get well and return to work as quickly and as safely as possible.  While 
you are disabled, Hartford Life will assign a claim professional to you who will call you 
periodically to check on your progress and will discuss return to work possibilities that meet your 
functional limitations.  

 

I’M READY TO COME BACK TO WORK – WHAT NOW? 
 

GREAT!  When you are ready to come back to work let your employer and your Hartford Life 
claim professional know that you are ready. 

 

WELCOME BACK! 
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HOW DO I REPORT A DISABILITY CLAIM? 

 

It’s as easy as , ,  

Call 1-800-303-9744, Monday through Friday, 8:00am to 8:00pm, Eastern Time.  Be 
prepared to provide your:  

 Personal information, including your Social Security Number 

 Your employer’s name, supervisor’s name, division, address and phone number 

 Date of hire  

 Last day worked prior to your illness or injury 

 Physician’s name, address and phone number 

 A description of your illness or injury 

 A description of your occupation 

The Hartford Life nurse will take all the necessary information to file your claim and will make 
sure you understand key elements of your disability coverage, such as how long you must be 
disabled before your benefits begin and any factors that might limit benefit payment.  

The nurse will contact your physician to obtain additional medical information necessary for 
Hartford Life to make a disability determination and will verify your eligibility. 

When the Hartford Life disability team approves your claim, they will advise you of your 
benefit amount, the length of time you should be out of work and your expected return to work 
date.  Hartford Life will also contact your employer.  
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Hartford Life and Accident Insurance Company Authorization to Release Information 

Upon presentation of the original or a photocopy of this signed authorization, I authorize any medical professional, 
hospital or other medical-care institution, insurance support organization, pharmacy, government agency, Social 
Security Administration, insurance company, group policyholder, employer or benefit plan administrator designated 
on the attached or an agent, attorney, consumer reporting agency or independent administrator, acting on its behalf, 
to provide to the Company designated above information concerning medical diagnosis, advice, care or treatment 
provided to the individual named below, including information related to mental illness (except psychotherapy notes), 
H.I.V., use of drugs or use of alcohol.  I also authorize my employer, group policyholder or benefit plan administrator 
to provide the Company designated above with financial or employment-related information.  I understand that such 
information is disclosed at my request and will be collected by the Company designated above for purposes of 
evaluating my claim for insurance benefits. 

I UNDERSTAND that the Company may provide only the above-referenced financial or employment related 
information to my employer through the appropriate employee benefit/human resources coordinators. 

I UNDERSTAND the Company may, upon request by a state department of insurance, department of labor, workers’ 
compensation board, or other regulatory body with authority or jurisdiction over the claim, provide any information 
requested by these or similar entities.  Additionally, in the event that I file a Workers’ Compensation claim, I authorize 
the Company to redisclose the above information to the Workers’ Compensation carrier. 

I UNDERSTAND the Company may condition eligibility for benefits on my signature on this authorization.  I 
UNDERSTAND that information disclosed pursuant to this Authorization may be subject to redisclosure and no longer 
the responsibility of the provider of information to the Company.  I UNDERSTAND that I may revoke this 
Authorization at any time by providing written notice to the Company, except to the extent that an individual has taken 
action in reliance upon such authorization prior to notice of the revocation.  I UNDERSTAND that if I exercise my right 
to revoke this authorization during the duration of the claim, the Company may deny my claim. 

I UNDERSTAND that I may request a copy of this Authorization.  This authorization is valid from the date signed for 
the duration of the claim.  I agree that a photographic copy of this authorization shall be as valid as the original. 

Employee’s Printed Name: 

 

Name of Employee’s Representative (if necessary): 

Signature of Employee or Employee’s 
Representative: 

 

Date Signed: 
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To Report a Claim 
1. Call your manager to report your first day of absence from work. 

2. See your medical provider.  Bring this card. 

Have the provider make a copy of the release on the other side of this card. 

Sign and date the copy for the provider’s files. 

Prompt and complete information from you and your physician will help prevent delays in any benefit 
payment for which you may be eligible. 

3. Call Hartford Life at 1-800-303-9744 within 7 days after your first absence from work to begin the 
claim process. 

 

CALL 

1-800-303-9744 

Monday – Friday, 8:00am – 8:00pm ET 

TO REPORT A NEW DISABILITY CLAIM 
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Important Information regarding the disability coverage  
provided by Westinghouse 

 

Please read carefully 

and 

Keep for Future Reference 

 

 

Disability insurance from Hartford Life is underwritten 
by Hartford Life and Accident Insurance Company.  
Hartford Life is a registered service mark.  This 
brochure is for illustrative purposes only and is not a 
contract.  It is intended to provide a general overview 
of the services described.  Remember that only the 
insurance policy can give actual terms, coverage and 
amounts, conditions and exclusions. 

 

 

 

National Account Service Center 

Disability Claims 

PO Box 946710 

Maitland, FL  32794-6710 

1-800-303-9744 
Monday – Friday, 8:00 am to 8:00 pm ET 
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Appendix J – Employee Cost of Coverage in 2004 

Medical Coverage 

You and the Company share the cost of Medical coverage. 

Medical Coverage for Full-Time Employees: 

 Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 

Premium PPO 1.155% of Benefit 
Pay 

2.310% of Benefit 
Pay 

3.465% of Benefit 
Pay 

Standard PPO 0.525% of Benefit 
Pay 

1.050% of Benefit 
Pay 

1.575% of Benefit 
Pay 

Comprehensive Out-
of-Area 

1.155% of Benefit 
Pay 

2.310% of Benefit 
Pay 

3.465% of Benefit 
Pay 

Note:  Benefit Pay is capped at $140,000 before calculating employee prices. 

Medical Coverage for Part-Time Employees: 

 Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 

Standard PPO $130.81/month $261.60/month $392.41/month 

 

Employees with 25 or more years of service and are laid-off or permanently separated, 
and their surviving spouses: 

 Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 

Premium PPO $140.44/month $280.88/month $421.32/month 

Standard PPO $130.81/month $261.60/month $392.41/month 

Comprehensive Out-
of-Area 

$140.44/month $280.88/month $421.32/month 

 

Survivor of a Full-Time Employee who met the age and service requirements*, after the 
first 12 months: 

 Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 

Premium PPO $70.22/month $140.44/month $210.66/month 
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Standard PPO $65.40/month $130.80/month $196.20/month 

Comprehensive Out-
of-Area 

$70.22/month $140.44/month $210.66/month 

*Age and service requirements: At least age 50 with at least 15 years of Eligibility Service as of the date of death; at 
least age 60 with at least 10 years of Eligibility Service as of the date of death; or any age with at least 25 years of 
Eligibility Service as of the date of death. 

Retiree Pre-Medicare Coverage 

Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 
$17.00/month $213.00/month $258.00/month 

Pre-Medicare Coverage for Survivors of Retirees 

Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 
$105.82/month $211.64/month $264.54/month 

 

Special Programs with Medicare (SPM) 

You and the Company share the cost of Special Programs with Medicare (SPM). 

SPM Coverage for Retirees 

Employee Only 
Employee + 1 

Dependent 
$18.00/month $36.00/month 

 

SPM Coverage for Survivors of Retirees 

Employee Only 
$13.37/month 

 

Grandfathered Provision – Totally and Permanently Disabled:  If you were certified by the 
insurance carrier as Totally and Permanently Disabled prior to 1/1/2000, you and your spouse will 
not be required to pay for SPM coverage. 

Employees with 25 or more years of service and are laid off or permanently separated 
and their surviving spouses: 

Employee Only 
Employee + 1 

Dependent 
$26.74/month $53.49/month 
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Dental Coverage 

You and the Company share the cost of Dental coverage. 

Dental Coverage (Full-Time, Part-Time): 

 Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 
Premium PPO $5.00/month $10.00/month $15.00/month 
Standard PPO $2.50/month $5.00/month $7.50/month 

Pre-Medicare Coverage for Retirees 

Employee Only 
Employee + 1 
Dependent 

Employee + 2 or 
more Dependents 

$5.00/month $10.00/month $15.00/month 
 

Pre-Medicare Coverage for Survivors of Retirees 

Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 
$5.36/month $10.71/month $16.07/month 

 

Survivor of a Full-Time Employee who met the age and service requirements*, after the 
first 12 months: 

 Employee Only 
Employee + 1 

Dependent 
Employee + 2 or 

more Dependents 
Premium PPO $5.36/month $10.71/month $16.07/month 
Standard PPO $3.45/month $6.90/month $10.35/month 

*Age and service requirements: At least age 50 with at least 15 years of Eligibility Service as of the date of death; at 
least age 60 with at least 10 years of Eligibility Service as of the date of death; or any age with at least 25 years of 
Eligibility Service as of the date of death. 

Employee Assistance Program 

Employer-paid 
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COBRA Continuation 

Employee-paid 

 Individual Two Persons 
Three or More 

Persons 
Premium PPO Medical, Expatriate 
and Comprehensive Out-of-Area 
Medical Coverage 

$286.49 $572.99 $859.48 

Standard PPO Medical $266.84 $533.66 $800.51 

Pre-Medicare Medical Coverage $431.74 $863.48 $1,079.33 

Special Programs with Medicare 
(SPM) 

$54.56 $109.12 N/A 

Premium Dental PPO, Expatriate 
and Retiree Dental 

$21.86 $43.71 $65.56 

Standard Dental PPO $14.09 $28.16 $42.24 

Employee Assistance Program $1.64 $1.64 $1.64 

Accident & Sickness Benefit Coverage 

Employer-paid 

Long-Term Disability Benefit Coverage 

You pay the full cost of Long-Term Disability Benefit Coverage. 

Option 1:  60% of 
Benefit Pay 

Option 2:  70% of 
Benefit Pay 

.0049 x Benefit Pay .0084 x Benefit Pay 

Basic Life Insurance Coverage 

Employer-paid 

Basic AD&D Insurance Coverage 

Employer-paid 

Business Travel Accident Insurance Coverage 

Employer-paid 
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Additional/Supplemental Life Insurance Coverage 

Enrollment grandfathered as of December 31, 1991.  Pricing is age based and is administered by MetLife.  
Below are the prices per $1,000 of coverage. 

Under 30 $0.08 
30-34 $0.09 
35-39 $0.11 
40-44 $0.17 
45-49 $0.29 

50 and over $0.39 

You and the Company share the cost of Additional/Supplemental Life Insurance Coverage. 

Group Universal Life 

Pricing is age-band rated and is administered by MetLife.  Below are the prices per $1,000 of coverage. 

Under 30 $0.05 
30-34 $0.07 
35-39 $0.08 
40-44 $0.15 
45-49 $0.31 
50-54 $0.47 
55-59 $0.79 
60-64 $1.25 
65-69 $1.85 

You pay the full cost of Group Universal Life Insurance. 

Dependent Life Insurance Coverage 

You pay the full cost of Dependent Life Insurance Coverage. 

Option 1: 
$5,000 spouse; 

$1,000/child 

Option 2: 
$10,000 spouse; 

$2,000/child 

Option 3: 
$15,000 spouse; 

$3,000/child 

Option 4: 
$20,000 spouse; 

$4,000/child 
$1.01/month $2.02/month $3.03/month $4.04/month 

Personal Accident Insurance Coverage for Yourself 

$0.25/month per $10,000 increment 

You pay the full cost of Personal Accident Insurance Coverage for yourself. 
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Personal Accident Insurance Coverage for Your Dependents 

$0.35/month per $10,000 increment 

You pay the full cost of Personal Accident Insurance Coverage for your dependents. 

Health Care Spending Account 

Your contributions 

Day Care Spending Account 

Your contributions 

Long-Term Care Insurance Coverage 

Age-based; see Appendix O 

You pay the full cost of Long-Term Care Insurance Coverage. 
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Appendix K – Information About Plan Administrator, 
Network Administrators, Insurance Carriers, 

& Vendors 
For Questions Regarding Contact Information Appeals Authority 

 Plan Administrator: 

Administrative Committee of Westinghouse 
Government Services Group  

Phone Number:  412-374-3995 

Address: 

Westinghouse Government Services Group  
4350 Northern Pike, Room 217C 
Monroeville, PA  15146 

 

Eligibility 

• General benefits 
questions 

• Obtain help if you 
cannot make your 
change or find an 
answer to your question 
through the Your 
Benefits Resources™ 
Web site 

Administrator:  Westinghouse Benefits 
Center 

Phone Number: 1-800-890-3600 

Address: 

100 Half Day Road 
Lincolnshire, IL  60069 

Web site: 
www.mybenefitsdirectory.com/westinghouse 

(Direct Web site: 
http://resources.hewitt.com/westinghouse) 

Appeals Authority 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 

Medical Coverage 

• Which medical services 
are covered or not 
covered, 

• Medical coverage 
Identification Cards, 

• Pre-certify an in-hospital 
admission,  

• Find a network provider, 
or 

• Any other detailed 
medical questions 

Network Administrator: 

Highmark Blue Cross Blue Shield 

Group Numbers – Westinghouse 
Government Services Company, LLC: 

• Premium PPO:  46422 

• Premium PPO (Western PA area):  46479 

• Standard PPO:  46425 

• Standard PPO (Western PA area):  46482

• Comprehensive Out-of-Area:  46428 

Group Numbers – Westinghouse 
Government Environmental Services 
Company, LLC: 

Appeals Authority: 

Highmark Blue Cross Blue Shield 
Member Grievance & Appeals 
PO Box 535095 
Pittsburgh, PA  15253-5095 

Attn:  Review Committee 
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For Questions Regarding Contact Information Appeals Authority 

• Premium PPO:  46421 

• Premium PPO (Western PA area):  46478 

• Standard PPO:  46424 

• Standard PPO (Western PA area):  46481

• Comprehensive Out-of-Area:  46427 

Phone Number:  1-800-890-3600 

(Direct Number:  1-888-227-7378) 

(Direct Number for Hospital  
Precertification:  1-800-452-8507) 

Address: 

Highmark Blue Cross Blue Shield Claims / 
Correspondence 

P.O. Box 1210 

Pittsburgh, PA  15230-1210 

 

Web site: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: www.highmarkbcbs.com) 

Mental Health and 
Substance Abuse 
Treatment Coverage 

• Which mental health 
and substance abuse 
treatment services are 
covered or not covered,  

• Certify mental health 
and substance abuse 
treatment; 

• Find a network provider, 
or 

• Any other detailed 
mental health and 
substance abuse 
treatment questions 

Network Administrator: 

ValueOptions 

Phone Number:  
1-800-890-3600 
(Direct Number:  1-877-866-4911) 

Address: 

ValueOptions  

P.O. Box 1347 

Latham, NY  12110-8847 

Web site for on-line library: 
www.mybenefitsdirectory.com/westinghouse 

(Direct Web site: 
www.achievesolutions.net/westinghouse) 

Appeals Authority for Initial 
Appeal: 

ValueOptions 
P.O. Box 1347 
Latham, NY  12110-8847 
Attn:  Westinghouse Government 
Services Group Claims Services 

Appeals Authority for Final 
Appeal: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 
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Prescription Drug 
Coverage 

• Which prescription 
drugs are covered or not 
covered, 

• Prescription drug 
Identification Cards, 

• Obtain a prior 
authorization, 

• Find a network provider, 
or 

• Any other detailed 
prescription drug 
questions 

Network Administrator: 

Eckerd Health Services (EHS) 

Phone Number:  
1-800-890-3600 
(Direct Number:  1-877-347-7444) 

Address: 

EHS 

620 Epsilon Drive 

Pittsburgh, PA  15238 

 

Web site: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: www.ehs.com) 

Appeals Authority for Initial 
Appeal: 

EHS 
620 Epsilon Drive 
Pittsburgh, PA  15238 

Appeals Authority for Final 
Appeal: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 

Vision Coverage 

• Which vision services 
are covered or not 
covered,  

• Find a network provider, 
or 

• Any other detailed vision 
questions 

Network Administrator: 

Vision Service Plan (VSP) 
Contract Number:  12129888 

Phone Number:  
1-800-890-3600 
(Direct Number:  1-800-877-7195) 

Address: 

Vision Service Plan (VSP) 
Attn:  Out-of-Network Claims 
P.O. Box 997100 
Sacramento, CA  95899-7100 

To obtain provider information: 

Web site: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: www.vsp.com) 

Appeals Authority for Initial 
Appeal: 

Vision Service Plan (VSP) 
Claims Department 
3333 Quality Drive 
Rancho Cordova, CA  95670 

Appeals Authority for Final 
Appeal: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 
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Special Programs with 
Medicare (SPM) Coverage 

• Questions about SPM’s 
Prescription Drug 
Program 

• Questions about SPM’s 
Hospital Program 

SPM’s Prescription Drug Program: 

See above under Prescription Drug 
Coverage 

SPM’s Hospital Program Administrator: 

HM Benefits Administrators, Inc. 

Phone Number:  
1-800-890-3600 
(Direct Number:  1-888-421-3273) 

Address: 

HM Benefits Administrators, Inc. 
P.O. Box 535052 
Pittsburgh, PA  15253 

SPM’s Prescription Drug Program:

See above under Prescription Drug 
Coverage 

SPM’s Hospital Program: 

Appeals Authority for Initial 
Appeal: 

HM Benefits Administrators, Inc. 
P.O. Box 535052 
Pittsburgh, PA  15253 

Appeals Authority for Final 
Appeal: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 

Dental Coverage 

• Which dental services 
are covered or not 
covered, 

• Find a network provider, 

• MetLife’s Allowance for 
a specific service, or 

• Any other detailed 
dental coverage 
questions 

Network Administrator: 

MetLife 
Group Number:  300316 

Phone Number:  
1-800-890-3600 

Dental Claims 
(Direct Number:  1-800-942-0854) 

Address: 

Metropolitan Life Insurance Company 
One Madison Avenue 
New York, NY  10010 

Claims may be filed at: 
MetLife Dental Claims 
P.O. Box 981282 
El Paso, TX  79998-1282 

To obtain provider information: 

1-800-474-7371 

Web site: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: 
www.metlife.com/mybenefits) 

Appeals Authority for Initial 
Appeal: 

MetLife Dental Claims 
P.O. Box 981282 
El Paso, TX  79998-1282 

 

Appeals Authority for Final Appeal: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 
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COBRA Administrator: 

HM Benefits Administrators, Inc. 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-457-3397) 

Address: 

HM Benefits Administrators, Inc. 
COBRA Administration  
P.O. Box 535054 
Pittsburgh, PA  15253-0054 

Web site: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: www.highmarklife.com) 

Eligibility for COBRA coverage: 

Appeals Authority: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 

Direct Billing Administrator: 

HM Benefits Administrators, Inc. 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-888-421-3273) 

Address: 

HM Benefits Administrators, Inc. 
Billing Department  
P.O. Box 382004 
Pittsburgh, PA  15251 

NA 

Employee Assistance 
Program 

• Obtain employee 
assistance program 
help, or 

• Find a network provider 

Network Administrator: 

ValueOptions 

Phone Number: 
1-800-890-3600 
(Direct Number:  877-866-4911) 

Address: 

ValueOptions  
P.O. Box 1347 
Latham, NY  12110-8847 

Web site for on-line library: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: 
www.achievesolutions.net/westinghouse) 

Appeals Authority for Initial 
Appeal: 

ValueOptions 
P.O. Box 1347 
Latham, NY  12110-8847 

Appeals Authority for Final 
Appeal: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 
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Total Disability 
Management 

• To report your disability 

Administrator: 

Hartford Life and Accident Company 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-303-9744) 

Address: 

Hartford Life and Accident Company 
National Accounts Service Center 
Disability Claims 
PO Box 946710 
Maitland, FL  32794-6710 

Not Applicable 

Accident & Sickness 
Benefit Coverage 

Insurance Carrier: 

Hartford Life and Accident Company 
Contract Number:  SR-83115809 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-303-9744) 

Address: 

Hartford Life and Accident Company 
National Accounts Service Center 
Disability Claims 
PO Box 946710 
Maitland, FL  32794-6710 

Appeals Authority: 

Hartford Life and Accident Company
National Accounts Service Center 
Disability Claims 
PO Box 946710 
Maitland, FL  32794-6710 

Long-Term Disability 
Benefit Coverage 

Insurance Carrier: 

Hartford Life and Accident Company 
Contract Number:  SR-83115808 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-303-9744) 

Address: 

Hartford Life and Accident Company 
National Accounts Service Center 
Disability Claims 
PO Box 946710 
Maitland, FL  32794-6710 

Appeals Authority: 

Hartford Life and Accident Company
National Accounts Service Center 
Disability Claims 
PO Box 946710 
Maitland, FL  32794-6710 
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Basic Life Insurance 
Coverage and Basic 
AD&D Insurance 
Coverage 

Insurance Carrier: 

MetLife 
Contract Number:  96934-G 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-638-6420) 

Address: 

Metropolitan Life Insurance Company  
One Madison Avenue 
New York, NY  10010 

Appeals Authority: 

Metropolitan Life Insurance 
Company 
One Madison Avenue 
New York, NY  10010 

Business Travel Accident 
Insurance Coverage 

Insurance Carrier: 

Life Insurance Company of North America 
(administered by CIGNA) 
Contract Number:  ABL-668161 

Phone Number: 
1-800-890-3600 

Address: 

Life Insurance Company of North America 
1601 Chestnut Street 
Philadelphia, PA  19192 

Appeals Authority: 

Life Insurance Company of North 
America 
1601 Chestnut Street 
Philadelphia, PA  19192 

Group Universal Life 
(GUL) 

Insurance Carrier: 

MetLife 
Contract Number:  96532 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-GET-MET8 or  
1-800-438-6388) 

Address: 

Metropolitan Life Insurance Company  
One Madison Avenue 
New York, NY  10010 

Web site: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: 
www.metlife.com/mybenefits) 

Appeals Authority: 

Metropolitan Life Insurance 
Company 
One Madison Avenue 
New York, NY  10010 
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Additional/Supplemental 
Life Insurance Coverage 

Insurance Carrier: 

MetLife 
Contract Number:  96934-G 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-638-6420) 

Address: 

Metropolitan Life Insurance Company  
One Madison Avenue 
New York, NY  10010 

Appeals Authority: 

Metropolitan Life Insurance 
Company 
One Madison Avenue 
New York, NY  10010 

Dependent Life Insurance 
Coverage 

Insurance Carrier: 

MetLife 
Contract Number:  96934-G 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-638-6420) 

Address: 

Metropolitan Life Insurance Company  
One Madison Avenue 
New York, NY  10010 

Appeals Authority: 

Metropolitan Life Insurance 
Company 
One Madison Avenue 
New York, NY  10010 

Personal Accident 
Insurance Coverage 

Insurance Carrier: 

MetLife 
Contract Number:  96934-G 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-638-6420) 

Address: 

Metropolitan Life Insurance Company  
One Madison Avenue 
New York, NY  10010 

Appeals Authority: 

Metropolitan Life Insurance 
Company 
One Madison Avenue 
New York, NY  10010 
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Health and Day Care 
Spending Accounts 

• Which health care 
services are 
reimbursable under the 
Health Care Spending 
Account 

• Which day care services 
are reimbursable under 
the Day Care Spending 
Account 

Administrator: 

FlexBen Corporation 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-800-577-3322) 

Address: 

FlexBen Corporation 
PO Box 14053 
Lexington, KY  40511 

Faxed claims: 1-877-FLEXBEN (1-877-353-
9236) 

Web site: 
www.mybenefitsdirectory.com/westinghouse  

(Direct Web site: www.ee-commerce.com) 

Appeals Authority for Initial 
Appeal: 

FlexBen Corporation 
2250 Butterfield Drive 
Troy, MI  48084 

Appeals Authority for Final 
Appeal: 

The Administrative Committee of 
Westinghouse Government Services 
Group Welfare Benefits Plan 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 

Long-Term Care 
Insurance Coverage 

Insurance Carrier: 

CNA Group Benefits 

Contract Number:  9970TQ-WGSG 

Phone Number: 
1-800-890-3600 
(Direct Number:  1-877-777-9072) 

Address: 

CNA Group Benefits  
CNA Plaza 
Chicago, IL  60685-0001 

Appeals Authority: 

CNA Group Benefits  
CNA Plaza 
Chicago, IL  60685-0001 
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Appendix L – How to File a Claim 
For Claims Regarding: Follow this procedure: 

Eligibility under the Plan To file an eligibility claim for yourself or your dependents, 
contact the Westinghouse Benefits Center.  The 
representative will give you instructions and a form for filing 
your eligibility claim. 

Medical Coverage If you go to a network provider, generally no claim forms are 
required.  If you go to an out-of-network provider, you may 
need to pay for the service up front and file a claim form for 
reimbursement. If you need a medical claim form, you can 
obtain one through the Your Benefits Resources™ Web site, 
Highmark Blue Cross Blue Shield’s Web site, or by calling 
Highmark Blue Cross Blue Shield.  You can reach the Your 
Benefits Resources™ and Highmark Blue Cross Blue Shield’s 
Web sites through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse; you can reach 
Highmark Blue Cross Blue Shield through Benefits Connection 
at 1-800-890-3600. 

Please follow the instructions on the claim form and send the 
claim to the address noted on the form. 

Mental Health and Substance 
Abuse Treatment Coverage 

If you pre-certify your visits through ValueOptions and receive 
care from a network provider, generally no claim forms are 
required.  If you go to an out-of-network provider or you do not 
pre-certify your care, you may need to pay for the service up 
front and file a claim form.  When you make the appointment, 
it may be a good idea to ask your provider if he/she can file 
the claim for you. 
If you need a ValueOptions claim form, you can obtain one 
through the Your Benefits Resources™ Web site, or by calling 
ValueOptions. You can reach the Your Benefits Resources™ 
Web site through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse; you can reach 
ValueOptions through Benefits Connection at 1-800-890-3600.

Please follow the instructions on the claim form and send the 
claim to the address noted on the form. 
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For Claims Regarding: Follow this procedure: 

Prescription Drug Coverage Prescriptions can be filled at network retail pharmacies by 
presenting your identification card at the time of service. 

Before any prescriptions can be filled using the mail service 
pharmacy, the Mail Service Prescription Enrollment Order 
Form needs to be completed in full for each covered person 
and mailed to EHS’s mail service pharmacy, which is Express 
Pharmacy Services (EPS); PO Box 270; Pittsburgh, PA  
15230-9949.  If prescriptions are mailed along with this form, 
and any other time a prescription is mailed to the mail service 
pharmacy, the Member Number needs to be written on the 
back of the prescription. 

When an out-of-network pharmacy is used, claims are 
submitted by completing the Prescription Drug Claim Form, 
attaching necessary documentation and mailing to Eckerd 
Health Services (EHS); PO Box 2860; Pittsburgh, PA  15230-
2860. 

If you need the Mail Service Prescription Enrollment Order 
Form or the Prescription Drug Claim Form, you can obtain it 
through the Your Benefits Resources™ Web site, EHS’ Web 
site, or by calling EHS. You can reach the Your Benefits 
Resources™  and EHS’s Web sites through ConnectBenefits 
On-Line at www.mybenefitsdirectory.com/westinghouse; you 
can also reach EHS through Benefits Connection at 1-800-
890-3600. 

Please follow the instructions on the claim form and send the 
claim to the address noted on the form. 

Vision Coverage If you go to a VSP provider, no claim forms are required.  You 
pay the Co-payment for the examination and the cost of 
frames, lenses, etc., minus the Westinghouse-appropriate 
benefit amount, to the VSP provider at the time the service is 
rendered. 

If you choose to visit an out-of-network provider, no claim 
forms are required.  You pay for the services and materials, 
then submit an itemized bill (which must include the 
Westinghouse employee's Social Security Number) to VSP.  
Please see Appendix K for the claims mailing address. 
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For Claims Regarding: Follow this procedure: 

Special Programs with Medicare 
Hospital Program 

To file a claim under SPM's Hospital Program, you need to 
first file the claim under Medicare.  Once you get the Medicare 
Summary Notices, you can then file a claim form for 
reimbursement. If you need a Special Programs with Medicare 
Hospital Program’s claim form, you can obtain one through the 
Your Benefits Resources™ Web site or by calling HM Benefits 
Administrators, Inc., the administrator for Special Programs 
with Medicare Hospital Program claims. You can reach the 
Your Benefits Resources™  Web site through ConnectBenefits 
On-Line at www.mybenefitsdirectory.com/westinghouse; you 
can reach HM Benefits Administrators, Inc. for Special 
Programs with Medicare Hospital Program claims through 
Benefits Connection at 1-800-890-3600. 

Please follow the instructions on the claim form and send the 
claim to the address noted on the form. 

Dental Coverage The use of a MetLife dental claim form is really up to each 
dentist – network or out-of-network.  Many dentists are filing 
electronically or are using their own claim form, which is fine.  
When you make an appointment, it may be a good idea to ask 
the dentist if you need to bring a MetLife dental claim form 
with you. 
If you need a dental claim form, you can obtain one through 
the Your Benefits Resources™ Web site, MetLife’s Web site, or 
by calling MetLife. You can reach the Your Benefits 
Resources™  and MetLife’s Web sites through 
ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse; you can also 
reach MetLife through Benefits Connection at 1-800-890-
3600. 

The MetLife Dental Claim Form may also be used for 
predetermination of dental benefits. 

Please follow the instructions on the claim form and send the 
claim to the address noted on the form. 

Salary Continuance  

Accident & Sickness Benefit 
Coverage 

Long-Term Disability Benefit 
Coverage 

To report a disability claim: 

• First call your manager to report your first day of absence 
from work. 

• See your medical provider, bring the  “Authorization to 
Release Information” card, have the provider make a copy 
of the release on the other side of this card, and sign and 
date the copy for the provider’s files. 

• Call Hartford Life and Accident Company through Benefits 
Connection at 1-800-890-3600 (direct dial 1-800-303-
9744), Monday – Friday, 8 AM – 8 PM Eastern Time, as 
soon as possible, but within 7 days after your first absence 
from work to begin the claim process. 
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For Claims Regarding: Follow this procedure: 

Life and Accident Insurance 
Coverage (excluding Group 
Universal Life) 

To file a claim, call the Westinghouse Benefits Center.  A 
Benefits Center representative will send you a claim form. 

Please follow the instructions on the claim form and send the 
form back to the Westinghouse Benefits Center. 

Group Universal Life To file a claim, call MetLife by calling Benefits Connection and 
selecting Group Universal Life at the appropriate prompt.  
MetLife will send you a claim form. 

Please follow the instructions on the claim form and send the 
form back to MetLife. 

Health Care Spending Account You will need to submit a Request for Reimbursement Form 
for each Health Care Spending Account reimbursement that 
you are requesting. If you need a copy of the claim form, you 
can obtain one through the Your Benefits Resources™ Web 
site, FlexBen Corporation’s Web site, or by calling FlexBen 
Corporation. You can reach the Your Benefits Resources™  
and Flex Ben’s Web sites through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse; you can also 
reach FlexBen through Benefits Connection at 1-800-890-
3600. 

Please follow the instructions on the Request for 
Reimbursement Form and send the form to FlexBen at the 
address noted on the form. 

Day Care Spending Account You will need to submit a Request for Reimbursement Form 
for each Day Care Spending Account reimbursement that you 
are requesting. If you need a copy of the claim form, you can 
obtain one through the Your Benefits Resources™ Web site, 
FlexBen Corporation’s Web site, or by calling FlexBen 
Corporation. You can reach the Your Benefits Resources™  
and Flex Ben’s Web sites through ConnectBenefits On-Line at 
www.mybenefitsdirectory.com/westinghouse; you can also 
reach FlexBen through Benefits Connection at 1-800-890-
3600. 

Please follow the instructions on the Request for 
Reimbursement Form and send the form to FlexBen at the 
address noted on the form. 

Long-Term Care Insurance 
Coverage 

To file a claim, call CNA by calling Benefits Connection at 1-
800-890-3600 and selecting Long-Term Care Insurance 
Coverage at the appropriate prompt. CNA will send you a 
claim form. 
 

Please follow the instructions on the claim form and send the 
form back to CNA. 
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Appendix M – Business Travel Accident Insurance 
Coverage 
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Appendix N – Health & Welfare Benefits in Retirement 
Eligibility 

If you are a Full-Time Employee and Retire directly from active service with the Employer: 

• With at least 10 years of Eligibility Service: You are eligible for Pre-Medicare medical coverage, 
dental coverage, basic life insurance, and additional/supplemental life insurance, according to the 
following provisions. 

• With at least 5 but less than 10 years of Eligibility Service: You are only eligible for Special 
Programs with Medicare (SPM) when you are eligible for Medicare, according to the following 
provisions.  You are NOT eligibile for for Pre-Medicare medical coverage, dental coverage, basic life 
insurance, and additional/supplemental life insurance. 

If you Retire directly from active service with the Employer with at least 10 years of Eligibility 
Service 

Medical Coverage Pre-Medicare Medical Coverage 
 • If you are not Medicare-eligible, pre-Medicare coverage under the Premium 

PPO with retiree contributions begins on the first day a retiree is eligible for 
retiree coverage. You may also enroll your Eligible Dependents in the 
Premium PPO if you choose it for yourself. 

• A retiree who does not continue coverage upon retirement will never 
thereafter be eligible for coverage under the Westinghouse 
Government Services Group Welfare Benefits Plan for Retirees. 

• If you die, your spouse may continue Pre-Medicare coverage until your 
spouse becomes Medicare-eligible (at which time your spouse is eligible for 
the coverage described below) or remarries; your eligible dependent 
children may continue Pre- Medicare coverage until they are no longer 
Eligible Dependents. 

• If a retiree or a survivor of a retiree stops pre-Medicare medical 
coverage for any reason, he/she will never be able to re-enroll in that 
coverage for any reason at any time in the future. 
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If you Retire directly from active service with the Employer with at least 10 years of Eligibility 
Service 

 When you become Medicare-eligible 
 • If you are enrolled in Pre-Medicare medical coverage, you and your spouse 

will automatically be enrolled in Special Programs with Medicare (SPM) 
when each of you become eligible for Medicare and you will be billed at the 
rate in effect at that time.  Your eligible dependent children will continue to 
be covered under the Premium PPO.  You must be enrolled in SPM in order 
for your spouse to be enrolled in SPM and for your eligible dependent 
children to be enrolled in the Premium PPO.  If you die, your spouse may 
continue SPM coverage until your spouse remarries and your eligible 
dependent children may continue pre-Medicare coverage until they are no 
longer Eligible Dependents. 

• SPM coverage is NOT a Medicare supplement. 
• If a retiree or a survivor of a retiree stops SPM coverage for any 

reason, he/she will never be able to re-enroll in SPM for any reason at 
any time in the future. 

 
Dental Coverage • If you are not Medicare-eligible, dental coverage under the Premium PPO 

with retiree contributions begins on the first day a retiree is eligible for retiree 
coverage. You may also enroll your Eligible Dependents in the Premium 
PPO if you choose it for yourself. 

• A retiree who does not continue coverage upon retirement will never 
thereafter be eligible for coverage under the Westinghouse 
Government Services Group Welfare Benefits Plan for Retirees. 

• If you die, your spouse may continue dental coverage until your spouse 
becomes Medicare-eligible or remarries; your eligible dependent children 
may continue dental coverage until they are no longer Eligible Dependents. 

• If a retiree or a survivor of a retiree stops dental coverage for any 
reason, he/she will never be able to re-enroll in that coverage for any 
reason at any time in the future. 

Employee Assistance 
Program 

Coverage ends at midnight on your last day worked.  You may continue 
coverage for yourself and your Eligible Dependents through COBRA paying full 
COBRA rates until the COBRA continuation period expires. 

Accident & Sickness Benefit 
Coverage 

Coverage ends at midnight on your last day worked.  If you are receiving 
Accident & Sickness Benefit Coverage when you Retire, your benefit continues 
to the earlier of 26 weeks or the date that you are no longer Totally Disabled. 

Long-Term Disability Benefit 
Coverage 

Coverage ends at midnight on your last day worked.  If you are receiving long-
term disability income benefits when you Retire, your long-term disability income 
benefit continues according to the provisions of that coverage. 

Basic Life Insurance 
Coverage 

Your coverage amount in retirement is $5,000. 

Basis AD&D 
Insurance 
Coverage, Business Travel 
Accident Insurance 
Coverage, and Personal 
Accident Insurance 
Coverage for Yourself and 
Your Dependents 

Coverage ends at midnight on your last day worked. 



Westinghouse Government Services Group  Welfare Benefits Plan 

340 

If you Retire directly from active service with the Employer with at least 10 years of Eligibility 
Service 

Additional/Supplemental 
Life Insurance Coverage 

If you were enrolled for this coverage on December 31, 1991 and have been 
continuously covered since then, you may continue this coverage when you 
Retire with certain provisions.  If you Retire before age 62, you must pay to 
continue your coverage to age 62.  The full coverage amount remains in effect 
until the 1st of the month after your 62nd birthday. Coverage starts to reduce on 
the 1st of the month following your 62nd birthday or the date of retirement, 
whichever occurs later, by 5% of the insurance amount that you had immediately 
prior to retirement.  This same dollar reduction repeats on the 1st of each 
following month until your coverage amount is 1/3 of the amount in effect on 
December 31, 1991.  The Employer pays for this coverage for retirees after the 
1st of the month after you reach age 62. 

Group Universal Life You may continue GUL directly through the GUL insurance carrier according to 
the provisions of that coverage.  The GUL insurance carrier will bill you for the 
cost of your coverage. 

Dependent Life Insurance 
Coverage 

Coverage ends at midnight on your last day worked.  You may apply for an 
individual converted life insurance policy if you apply to the insurance carrier and 
pay for the coverage within 31 days after coverage stops. 

Long-Term Care Insurance 
Coverage 

You may continue LTC directly through the LTC insurance carrier according to 
the provisions of that coverage.  The LTC insurance carrier will bill you for the 
cost of your coverage. 

Health Care Spending 
Account 

If you participated in the Health Care Spending Account immediately prior to 
your retirement, you may continue to contribute to your Account for the balance 
of the calendar year through COBRA. 
You may also choose to not make Health Care Spending Account contributions 
after your retirement.  If you choose not to make further contributions through 
COBRA, you will only be able to submit claims for reimbursement of expenses 
that were incurred before your retirement date, and in the same calendar year as 
your retirement date. 

Day Care Spending Account No additional contributions to the Day Care Spending Account are permitted 
after you Retire.  You may continue to have access to your Account for eligible 
expenses (i.e., expenses that you incurred to enable you and your spouse (if 
married) to work) incurred during the calendar year in which you retired, up to 
the balance remaining in your Account. 

 

If you are Laid-Off or Permanently Separated, and are eligible to Retire directly from active service 
with the Employer with at least 10 years of Eligibility Service as of the date of your Layoff or 
Permanent Separation: 

• Benefits are described in the chart above effective on your date of Layoff or Permanent Separation.  

For Part-Time Employees, benefits if you Retire directly from active service are described in the 
chart above except that: 

• Medical and dental coverage: Coverage ends at midnight on your last day worked.  You may 
continue coverage for yourself and your Eligible Dependents through COBRA paying full COBRA 
rates until the COBRA continuation period expires. 

• Basic Life Insurance Coverage: Coverage ends at midnight on your last day worked.  You may 
apply for an individual converted life insurance policy if you apply to the insurance carrier and pay for 
the coverage within 31 days after coverage stops. 
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If you Retire directly from active service with the Employer with at least 5 but less than 10 years 
of Eligibility Service 

Medical Coverage Coverage ends at midnight on your last day worked.  You may continue 
coverage for yourself and your Eligible Dependents through COBRA paying full 
COBRA rates until the COBRA continuation period expires. 

 When you become Medicare-eligible 
 • You and your spouse will automatically be enrolled in Special Programs with 

Medicare (SPM) when each of you become eligible for Medicare and you 
will be billed at the rate in effect at that time.  You must be enrolled in SPM 
in order for your spouse to be enrolled in SPM.  If you die, your spouse may 
continue SPM coverage until your spouse remarries. 

• SPM coverage is NOT a Medicare supplement. 
• If a retiree or a surviving spouse of a retiree stops SPM coverage for 

any reason, he/she will never be able to re-enroll in SPM for any 
reason at any time in the future. 

Dental Coverage and the 
Employee Assistance 
Program 

Coverage ends at midnight on your last day worked.  You may continue 
coverage for yourself and your Eligible Dependents through COBRA paying full 
COBRA rates until the COBRA continuation period expires. 

Accident & Sickness Benefit 
Coverage 

Coverage ends at midnight on your last day worked.  If you are receiving 
Accident & Sickness Benefit Coverage when you Retire, your benefit continues 
to the earlier of 26 weeks or the date that you are no longer Totally Disabled. 

Long-Term Disability Benefit 
Coverage 

Coverage ends at midnight on your last day worked.  If you are receiving long-
term disability income benefits when you Retire, your long-term disability income 
benefit continues according to the provisions of that coverage. 

Basic Life Insurance 
Coverage, Dependent Life 
Insurance Coverage and 
Additional/Supplemental 
Life Insurance Coverage 

Coverage ends at midnight on your last day worked.  You may apply for an 
individual converted life insurance policy if you apply to the insurance carrier and 
pay for the coverage within 31 days after coverage stops. 

Basis AD&D 
Insurance Coverage 
and Business Travel 
Accident Insurance 
Coverage, and Personal 
Accident Insurance 
Coverage for Yourself and 
Your Dependents 

Coverage ends at midnight on your last day worked. 

Group Universal Life You may continue GUL directly through the GUL insurance carrier according to 
the provisions of that coverage.  The GUL insurance carrier will bill you for the 
cost of your coverage. 

Long-Term Care Insurance 
Coverage 

You may continue LTC directly through the LTC insurance carrier according to 
the provisions of that coverage.  The LTC insurance carrier will bill you for the 
cost of your coverage. 

Health Care Spending 
Account 

If you participated in the Health Care Spending Account immediately prior to 
your retirement, you may continue to contribute to your Account for the balance 
of the calendar year through COBRA. 
You may also choose to not make Health Care Spending Account contributions 
after your retirement.  If you choose not to make further contributions through 
COBRA, you will only be able to submit claims for reimbursement of expenses 
that were incurred before your retirement date, and in the same calendar year as 
your retirement date. 
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If you Retire directly from active service with the Employer with at least 5 but less than 10 years 
of Eligibility Service 

Day Care Spending Account No additional contributions to the Day Care Spending Account are permitted 
after you Retire.  You may continue to have access to your Account for eligible 
expenses (i.e., expenses that you incurred to enable you and your spouse (if 
married) to work) incurred during the calendar year in which you retired, up to 
the balance remaining in your Account. 

 

If you are Laid-Off or Permanently Separated, and are eligible to Retire directly from active service 
with the Employer with at least 5 years but less than 10 years of Eligibility Service as of the date of 
your Layoff or Permanent Separation: 

• Benefits are described in the chart above effective on your date of Layoff or Permanent Separation, 
except that you will pay the active rates for medical and dental coverage for the first (12) months, 
then full COBRA rates until COBRA period expires. 
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Appendix O – Long-Term Care Insurance Coverage 
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Policy Number: 9970TQ-WGS 
 

MASTER APPLICATION 
FOR 

LONG TERM CARE INSURANCE 
 
 
The Applicant applies to the Continental Casualty Company ("CCC", "We", "Our" or "Us") for a Group 
Long Term Care Insurance Policy ("Master Policy") based on the statements and representations below. 
 
1. NAME AND ADDRESS OF APPLICANT 
 

Westinghouse – WGS 
Westinghouse Government Services Group ("Westinghouse") 
P.O. Box 355 
Pittsburgh, Pennsylvania 15230-0355 

 
1A. Situs State: Idaho 
 
2. INITIAL ENROLLMENT PERIOD 
 

Begins: October 30, 2000 
Ends: November 30, 2000 

 
3. MASTER POLICY EFFECTIVE DATE 
 

January 1, 2001 
 
4. ELIGIBILITY CLASSES 
 

No person may be an Insured under more than one Eligibility Class. 
 

A. Class A – Employees 

An Eligible employee of Westinghouse, or Westinghouse Government Environmental Services 
Company, LLC who is Actively at Work. 

Eligible means an employee who works more than 32 hours per week.  An individual hired 
as a temporary or seasonal employee, through a contract or any other arrangement who is 
not listed as an employee on the employer's payroll records is not an Eligible employee.  This 
rule applies even if a court or administrative agency determines that the individual is a leased 
employee under the Internal Revenue Code, or is an employee under common law or other 
legal standards. 

Actively at Work means the Employee is physically at his or her usual place of business 
performing the regular duties of his or her work. 

 
B. Class B – Spouses of Employees 

The Spouse of a member of Class A. 

The Spouse must be the current, lawful spouse of the Eligible Employee. 
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C. Class C – Parents and Grandparents 

The Parent, Parent-in-law, Grandparent, or Grandparent-in-law of a member of Class A. 

Parent means a natural parent; an adoptive parent; or any other person who is legally 
married to a natural parent or adoptive parent.  The spouse of the Parent or Parent-in-law 
must be the current, lawful spouse of the Parent or Parent-in law. 

Grandparent means a natural grandparent; an adoptive grandparent; or any person who is 
legally married to a natural or adoptive grandparent.  The spouse of the Grandparent or 
Grandparent-in-law must be the current, lawful spouse of the Grandparent or Grandparent-in-
law. 

 
D. Class D – Retirees 

A Retiree of Westinghouse. 

Retiree means a former Eligible Employee of Westinghouse who has retired from active 
service with Westinghouse and has met the qualifications to receive a retirement benefit. 

 
E. Class E – Spouses of Retirees 

The Spouse of a member of Class D. 

The Spouse of the Retiree must be the current, lawful spouse of the Retiree. 
 
F. Class F – Individuals Insured under John Hancock Policy Number 27278-LTC 

Individuals who as of January 1, 2001 are in an active, premium paying status Policy Number 
27278-LTC issued to Westinghouse by John Hancock who elect to transfer their coverage to this 
CCC policy. This election will be made by the method indicated in the offer to transition to this 
CCC policy.  The offer to transition may be made by Us prior to the effective date of this policy 
and may be made also subsequent to the effective date of the Policy. 

Transition means the individual elects to cancel their coverage under John Hancock Policy 
Number 27278-LTC and begin coverage under this CCC policy. 

 
5. ENROLLMENT, UNDERWRITING CRITERIA & COVERAGE EFFECTIVE DATE 
 

A. Class A – Employees 

(1) An Eligible Employee may enroll/apply for coverage anytime during the year. 
 
(2) The following underwriting criteria shall apply: 
 

a. Coverage shall be granted without demonstrating evidence of insurability if the Eligible 
Employee enrolls: 
i. During the Initial Enrollment Period, if he or she is Actively at Work; 

ii. Within 31 days of his or her return to work, if he or she was not Actively at Work 
during the Initial Enrollment Period; or 

iii. Within 31 days following his or her date of hire. 
 
b. Coverage shall be granted subject to Our approval of evidence of insurability, if the 

Eligible Employee applies for coverage at any other time. 
 

(3) The Eligible Employee must be Actively at Work on the Coverage Effective Date for 
coverage to take effect.  If the Eligible Employee is on a scheduled vacation, he or she will 
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be deemed to be Actively at Work on the Coverage Effective Date.  If the Eligible 
Employee is on sabbatical, disability, medical leave, or other leave of absence on the 
Coverage Effective Date, coverage will take effect on the first regular scheduled day he or 
she returns to work. 

Coverage shall take effect as follows: 

a. If the Eligible Employee enrolls during the Initial Enrollment Period, coverage will be 
effective on the Master Policy Effective Date. 

b. If the Eligible Employee is not Actively at Work during the Initial Enrollment Period 
and enrolls within 31 days of returning to work, or if the Eligible Employee enrolls 
within 31 days following his or her date of hire, coverage will be effective as follows: 

i. If We receive and process the enrollment form on or before the 12th of the month, 
the insurance will take effect on the first day of the month immediately following 
receipt. 

ii. If We receive and process the enrollment form after the 12th of the month, the 
insurance will take effect on the first day of the second month following receipt. 

 
c. If the Eligible Employee applies for coverage at any other time, coverage shall be 

effective as follows: 

i. If We approve and process the evidence of insurability on or before the 12th of the 
month, the insurance will take effect on the first day of the month immediately 
following approval. 

ii. If We approve and process the evidence of insurability after the 12th of the month, 
the insurance will take effect on the first day of the second month following 
approval. 

 
NOTE: In the event that a court or administrative agency determines that an 

individual hired as a temporary or seasonal employee is a leased 
employee under the Internal Revenue Code, or is an employee under 
common law or other legal standards and notwithstanding the 
provisions of Section 4.A. above, determines that such an individual 
shall be permitted to obtain coverage under this policy, coverage to 
such individuals shall be granted subject to Our approval of evidence 
of insurability. 

 
B. Class B – Spouses of Eligible Employees 

(1) The Spouse of an Eligible Employee may apply for coverage at anytime during the year. 
(2) Coverage shall be granted subject to Our approval of evidence of insurability. 
(3) Coverage shall take effect as follows: 

a. If We approve and process the evidence of insurability on or before the 12th of the 
month, the insurance will take effect on the first day of the month immediately following 
approval. 

b. If We approve and process the evidence of insurability after the 12th of the month, the 
insurance will take effect on the first day of the second month following approval. 

 
C. Class C – Parents and Grandparents 

(1) Parents, Parents-in-law, Grandparents, and Grandparents-in-law, may apply for coverage 
at anytime the Eligible Employee is Actively at Work. 

(2) Coverage shall be granted subject to Our approval of evidence of insurability. 



Westinghouse Government Services Group  Welfare Benefits Plan 

347 

(3) Coverage shall take effect on the first of the month that falls on or next following the date 
We approve and process the evidence of insurability. 

 
D. Class D & Class E – Retirees and Spouses of Retirees 

(1) Retirees and their Spouses may apply for coverage at anytime. 

(2) Coverage shall be granted subject to Our approval of evidence of insurability. 

(3) Coverage shall take effect on the first of the month that falls on or next following the date 
We approve and process the evidence of insurability. 

 
E. Class F – Individuals Insured under John Hancock Policy Number 27278-LTC 

(1) Insureds in this Class must elect to enroll pursuant to the terms of the transition offer. 
(2) Coverage shall be granted without demonstrating evidence of insurability. 
(3) Coverage under this Master Policy shall take effect on the Master Policy Effective Date; 

however, Insureds in this Class shall be deemed to have coverage from the Insured's 
individual original effective date under the prior policy for purposes of calculating time and 
age. 

 
6. SCHEDULE OF BENEFITS 
 

A. Long Term Care Benefit 
 

(1) Long Term Care Benefit for Nursing Home Care 

100% of the Eligible Expense per day of Nursing Home Care or Alternate Care Facility, not 
to exceed the Daily Benefit, as determined by the option elected by the eligible person. 

 
(2) Long Term Care Benefit for Community Based Care 

100% of the Eligible Expense per day of Community Based Care, not to exceed 50% of the 
Daily Benefit for Nursing Home Care, as elected by the eligible person. 

 
(3) Long Term Care Benefit for Hospice Care Facility 

100% of the Eligible Expense per day, not to exceed the Daily Benefit for Nursing Home 
Care, as elected by the eligible person. 

 
 
 

Option 

Daily Benefit 
for Nursing 
Home Care 

Corresponding Daily 
Benefit for Community 

Based Care 

Corresponding Daily 
Benefit for Hospice 

Care Facility 
1 $  70.00 $35.00 $  70.00 
2 $130.00 $65.00 $130.00 
3 $190.00 $95.00 $190.00 

 

B. Lifetime Maximum Benefit 

1825 times (5 Years) the Daily Benefit for Nursing Home Care, as elected by the eligible person. 
 

 
Option 

Daily Benefit for 
Nursing Home Care 

Corresponding Lifetime 
Maximum Benefit  

1 $  70.00 $127,750.00 
2 $130.00 $237,250.00 
3 $190.00 $346,750.00 
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C. Waiting Period 

90 Calendar Days from certification as Chronically Ill. 
 

D. Waiver of Premium 

After completion of the Waiting Period. 
 

E. Caregiver Benefit 

100% of the Eligible Expense per day, not to exceed 25% of the Daily Benefit for Nursing Home 
Care, as elected by the eligible person, with a maximum Annual Benefit of 30 times the Daily 
Caregiver Benefit. 
 

 
Option 

Daily Benefit for 
Nursing Home Care 

Corresponding Daily 
Caregiver Benefit 

Corresponding Annual 
Caregiver Benefit 

1 $  70.00 $18.00  *   $   540.00 
2 $130.00 $33.00 ** $   990.00 
3 $190.00 $48.00*** $1,440.00 

 
 * $17.50 rounded to $18.00 
 ** $32.50 rounded to $33.00 
 *** $47.50 rounded to $48.00 

 
F. Caregiver Training Benefit 

100% of the Eligible Expense per training, not to exceed three (3) times the Daily Benefit for 
Community Based Care, as elected by the eligible person. 

 
 
 

Option 

 
Daily Benefit for 

Nursing Home Care 

Corresponding Daily 
Benefit for Community 

Based Care 

 
Corresponding Benefit 
for Caregiver Training 

1 $  70.00 $35.00 $105.00 
2 $130.00 $65.00 $195.00 
3 $190.00 $95.00 $285.00 

 
G. Temporary Bed Holding Benefit 

100% of the Eligible Expense per day, not to exceed the Daily Benefit for Nursing Home Care, as 
elected by the eligible person, with a maximum Annual Benefit of 21 calendar days. 
 

 
 

Option 

 
Daily Benefit for 

Nursing Home Care 

Corresponding Daily 
Benefit for Temporary 

Bed Holding 

Corresponding Annual 
Temporary Bed Holding 

Benefit 
1 $  70.00 $  70.00 $1,470.00 
2 $130.00 $130.00 $2,730.00 
3 $190.00 $190.00 $3,990.00 
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H. Emergency Alert Benefit 

100% of the Eligible Expense per month for rental or lease of Emergency Alert equipment, not to 
exceed the Daily Benefit for Community Based Care, as elected by the eligible person. 
 

 
 

Option 

 
Daily Benefit for 

Nursing Home Care 

Corresponding Daily 
Benefit for Community 

Based Care 

Corresponding Monthly 
Emergency Alert 

Benefit 
1 $  70.00 $35.00 $35.00 
2 $130.00 $65.00 $65.00 
3 $190.00 $95.00 $95.00 

 
I. Benefit Account 

If the Insured stops paying premiums after three (3) years of continuous coverage, Long Term 
Care coverage will be continued.  Daily Benefit levels remain the same; however, the Lifetime 
Maximum Benefit will be reduced to the greater of the total premiums paid or 30 times the Daily 
Benefit for Nursing Home Care. 

 
J. Inflation Protection - Guaranteed Benefit Increase Option 

Insureds will be offered opportunities to increase the Maximum Daily Benefit Levels and Lifetime 
Maximum on the third anniversary of the Effective Date of the Master Policy, and each third 
anniversary thereafter. The offered increase will be not less than a compounded annual five 
percent (5%) rate.  Insureds are not obligated to purchase additional coverage in order for their 
policies to remain in effect. 

 
7. PREMIUM PAYMENT MODES 
 

A. For Actively at Work Employees and their Spouses, Premiums are payable by deductions from 
a payroll account. 

B. For all other Insureds, including former Actively at Work Employees and Spouses on 
continuation policies, Premiums are payable on a quarterly, semi-annual, or annual direct-billed 
basis, or via monthly Electronic Funds Transfer, unless We agree to another mode of payment. 

 
8. PREMIUM DUE DATES 
 

A. Initial Premium Due Date: 

(1) For Actively at Work Employees and their Spouses under payroll deduction, the initial 
Premium Due Date is 50 days after the Master Policy Effective Date. 

(2) For all other Insureds, the initial Premium Due Date is the Insured's Certificate Effective 
Date. 

 
B. Subsequent Premium Due Dates: 

(1) For Actively at Work Employees and their Spouses under payroll deduction, subsequent 
Premium Due Dates will be monthly, as billed. 

(2) For all other Insureds, including former Actively at Work Employees and Spouses on 
continuation policies, subsequent Premium Dues Dates will be monthly, quarterly, semi-
annually, or annual, as billed, depending upon the Premium Payment Mode selected 
Insured. 
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9. RENEWAL UNDERWRITING STANDARDS 
 

After the Master Policy has been in effect for five (5) years, We require at least 20 Insureds be 
covered under it to maintain the Master Policy. 

 
10. CHANGES AND CANCELLATIONS BY THE INSURED 
 

A. Requests to increase the Benefits Level may be made at any time in writing to Us.  Increases to 
the Benefits Level shall be granted subject to Our approval of evidence of insurability. 

B. Requests to reduce the Benefits Level may be made at any time in writing to Us. 
C. Requests to cancel coverage may be made at any time in writing to Us. 

 
11. PREMIUM RATES 

 
See Addendum 1 attached to this Master Application. 
 

12. CONTRACT TYPE 
 

This contract is intended to be a Qualified Long Term Care contract as defined under section 
7702B(b) of the Internal Revenue Code of 1986. 

 
13. MISCELLANEOUS 
 

A. Initial Renewal Period: 36 months (3 Years) 

B. Subsequent Renewal Periods: 12 months 

C. Period of Notice for Non-Renewal: 60 days 

D. Initial Premium Rate Guarantee Period: 36 months (3 Years) 

E. Period of Notice of Premium Rate Changes: 60 days 
 
14. EFFECTIVE DATE 
 

This Master Application is attached to and made a part of Group Long Term Care Policy Number 
9970TQ-WGS.  The Master Policy is Effective January 1, 2001, if We accept the Master Application.  
This Master Application cancels and replaces any prior Master Applications attached to the Master 
Policy.  The Effective Date of the Master Application is January 1, 2001. 

 
Applicant: Westinghouse Government Services Group 
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ADDENDUM 1 

TABLE OF PREMIUM RATES 
POLICYHOLDER:   Westinghouse Government Services Group 
POLICY NUMBER:  9970TQ-WGS 1825x LIFETIME MAXIMUM 
AGE ON EFFECTIVE MONTHLY PREMIUM  
DATE OF COVERAGE FOR DAILY BENEFIT SELECTED 

 $70  $130  $190  
    

<25 4.20 7.80 11.40 
25 4.78 8.88 12.98 
26 4.85 9.01 13.17 
27 4.97 9.23 13.49 
28 5.13 9.53 13.93 
29 5.28 9.80 14.33 
30 5.49 10.20 14.90 
31 5.68 10.55 15.42 
32 5.93 11.02 16.11 
33 6.26 11.63 16.99 
34 6.64 12.33 18.03 
35 7.07 13.13 19.20 
36 7.55 14.03 20.50 
37 8.06 14.97 21.88 
38 8.57 15.92 23.26 
39 9.12 16.94 24.76 
40 9.79 18.18 26.56 
41 10.41 19.33 28.25 
42 11.05 20.52 29.99 
43 11.70 21.72 31.75 
44 12.36 22.95 33.55 
45 13.18 24.48 35.78 
46 13.98 25.96 37.94 
47 14.89 27.65 40.40 
48 15.85 29.43 43.02 
49 16.86 31.32 45.77 
50 18.16 33.72 49.28 
51 19.49 36.20 52.91 
52 21.11 39.20 57.30 
53 23.00 42.71 62.42 
54 25.11 46.64 68.17 
55 27.70 51.45 75.20 
56 30.32 56.30 82.29 
57 33.21 61.68 90.15 
58 36.47 67.73 98.99 
59 40.06 74.39 108.72 
60 44.25 82.19 120.12 
61 48.21 89.53 130.85 
62 52.18 96.91 141.63 
63 55.84 103.70 151.57 
64 59.27 110.08 160.88 
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ADDENDUM 1 
TABLE OF PREMIUM RATES 

POLICYHOLDER:   Westinghouse Government Services Group 
POLICY NUMBER:  9970TQ-WGS 1825x LIFETIME MAXIMUM 
 
AGE ON EFFECTIVE MONTHLY PREMIUM  
DATE OF COVERAGE FOR DAILY BENEFIT SELECTED 

 $70  $130  $190  
    

65 63.49 117.92 172.34 
66 67.89 126.07 184.26 
67 73.47 136.44 199.41 
68 79.91 148.40 216.89 
69 86.92 161.42 235.92 
70 94.94 176.31 257.68 
71 104.42 193.92 283.42 
72 115.82 215.10 314.37 
73 129.29 240.11 350.92 
74 144.51 268.38 392.24 
75 161.29 299.53 437.78 
76 179.41 333.19 486.98 
77 198.67 368.96 539.24 
78 218.93 406.58 594.24 
79 238.30 442.56 646.82 
80 260.86 484.46 708.06 
81 282.50 524.65 766.80 
82 308.07 572.13 836.19 
83 336.06 624.11 912.16 
84 366.36 680.38 994.41 
85 394.44 732.53 1070.62 
86 425.76 790.70 1155.65 
87 456.08 847.01 1237.93 
88 481.07 893.42 1305.77 
89 505.17 938.18 1371.19 
90 533.28 990.38 1447.47 
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Continental Casualty Company  

_________________________________________________________________________________ 

CNA Plaza                        A Stock Company 
Chicago, Illinois 60685 

"We," "Our," and "Us" are Used to refer to the Continental Casualty Company. 
 
Holder:  Westinghouse Government Services Group 
Policy Number: 9970TQ-WGS (the "Policy") 
Policy Effective Date:  January 1, 2001 
 

THIS POLICY IS A QUALIFIED LONG TERM CARE 
INSURANCE CONTRACT UNDER THE FEDERAL TAX CODE. 

The Policy is issued in consideration of the statements made in the Master Application, any other required 
evidence of insurability for participants and the payment of premium.  We agree with the Holder to insure 
eligible persons based on the statements made in the Master Application.  We promise to pay benefits for 
loss covered by the Policy. 
The Policy is not a Medicare Supplement policy.  If the Insured is eligible for Medicare, the Medicare 
Supplement Buyer's Guide is available from Us for review. 
SPS1AA-TQ 

EFFECTIVE DATE AND TERM 
The Policy starts on the Policy Effective Date.  The Insured's coverage starts on the Coverage Effective 
Date stated in the Master Application and stays in force for the period for which premium has been paid.   
 
The Holder may elect not to renew the Policy at any time by written notice to us.  Termination of the 
Policy will be the later of:  (a) The effective date of non-renewal stated in the written notice; or (b) The end 
of the Period for Notice of Non-Renewal stated in the Schedule.  This period starts on the date we receive 
the written notice from the Holder. 
 
We guarantee to renew the Policy at the end of each renewal period, unless:  (a) the Holder fails without 
good and sufficient cause to duly perform in good faith any obligation pertaining to the Policy; or (b) the 
number of eligible persons insured is less than required by our Renewal Underwriting Standards stated in 
the Schedule.  The Initial Renewal Period starts on the Policy Effective Date.  Each Subsequent Renewal 
Period starts on the day after the preceding period ends.  The length of these periods is stated in the 
Schedule.  If we elect not to renew the Policy, it terminates on the later of:  (a) The effective date of non-
renewal stated in our written notice; or (b) The end of the Period for Notice of Non-Renewal stated in the 
Schedule.  This period starts on the date the Holder receives the written notice from us. 
 
If the Insured is paying premiums directly to us, we will notify him or her of any non-renewal by written 
notice at least 31 days before the Policy terminates. 
 
All insurance periods start and end at 12:01 a.m., Standard Time, at the Holder's address stated in the 
Master Application. 
SPS2BA  
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Signed for the Continental Casualty Company at its Home Office, CNA Plaza, Chicago, Illinois  60685. 
 

  

 

GROUP LONG TERM CARE 

INSURANCE POLICY 

 

 

SR-LTCP-11-TQ  
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DEFINITIONS 

The terms defined here are capitalized whenever they are used. 
SGD1AA 

Alternate Care Facility means a facility or other supportive residence which is engaged primarily in 
providing ongoing care and related services to residents in one location and meets all of the following 
criteria: 

1. Provides 24 hour care and/or supervision and is able to provide Qualified Long Term Care 
Services sufficient to support needs resulting from the Insured being Chronically Ill; 

2. The facility has at least one supervised, trained and ready to respond employee on duty at all 
times to provide care; 

3. Offers 3 meals a day and accommodates special dietary needs; 
4. Is licensed or accredited by the appropriate agency to provide such care, if such licensing or 

accreditation is required by the state in which care is received, or, if licensing is not required, has 
a quality of care program; 

5. Maintains specific policies and procedures, consistent with state requirements, for handling 
medical emergencies and trains staff to follow those procedures; 

6. Maintains accessible files or records for each resident which includes up to date information 
listing that resident’s physician, dentist and other community based health care providers; 

7. Has appropriate methods and procedures for recording, handling and administering drugs and 
biologicals, as needed; and 

8. If the facility provides dementia care, has a secured physical plant and specialized dementia 
programs. 

Alternate Care Facility does not mean a Long Term Care facility, hospital or clinic, assisted living facility 
not meeting the above criteria or a place which operates primarily for the treatment of alcoholics or drug 
addicts.  However, care or services for assisted living facilities not meeting the Alternate Care Facility 
definition may be covered subject to the conditions of the Alternate Plan of Care provision. 
SGDAC1AA 

Community Based Care consists of the categories of care listed and defined below. 

(a) Home Health Care means the following types of care when received from a Home Health Care 
Provider at the Insured's Residence: 

(1) Occupational, physical, respiratory or speech therapy, or nutritional services; 

(2) Nursing care performed by a registered nurse (RN), a licensed practical nurse (LPN), or a 
licensed vocational nurse (LVN); 

(3) Personal Care Services provided by a home health care aide or by a medical social worker;  

(4) Maintenance Services provided by a home health care aide or homemaker; or 

(5) Hospice care. 

A Home Health Care Provider is an entity which: 
(1) Has an agreement as a provider of Home Health Care under Medicare; or 
(2) Is certified or licensed by the state in which it is located as a provider of such care; or 

(3) Is accredited as a provider of such care by the National League of Nursing, American Public 
Health Association or Joint Commission on Accreditation of Healthcare Organizations. 

A Home Health Care Provider may also be an RN, LPN or LVN working within the scope of his or 
her license. 

SGDH1CB-TQ 
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(b) Adult Day Care means a community based group program of health, social and related support 
services for Insureds living at home whose condition is such that they cannot be left alone.  It does 
not include 24-hour care.  The facility providing this type of care must meet the certification or 
licensing requirements of the state in which it is located.  If the state does not certify or license adult 
day care centers, the facility must be certified by a recognized accrediting agency. 

SGDH2AA 

(c) Adult Foster Care means a residential alternative to Nursing Home Care for Insureds whose 
condition is such that they cannot live alone, but whose needs can be met in a private home.  The 
provider of this type of care must be certified or licensed by the state in which it is located. 

SGDH4AA 

(d) Assisted Living Care means Qualified Long Term Care Services provided by a living arrangement in 
a facility other than an Alternate Care facility for Insureds whose condition is such that it precludes 
total independent living, but which does not require the level of care available in a Nursing Home.  
The facility must charge separately for room charges and board/rent charges. 

SGDH3CA  

Disability means any disorder resulting in the Insured being Chronically Ill. 
SGD28AA-TQ 

Eligible Expense means the actual expense incurred by the Insured for Long Term Care and other 
services covered by the Policy.  For Community Based Care, it does not include the cost of transportation 
(except for Adult Day Care), supplies and rent or those costs which the Insured would incur regardless of 
whether the Insured is Chronically Ill. 
SGD2AA-TQ 

Hospice Care means care designed to alleviate the physical, emotional, social and spiritual discomforts 
resulting from the last stages of a terminal disease and to provide emotional support to the primary 
caregiver and family. 
SGD20AB 

Informal Care means care or services provided by an Informal Caregiver in the Insured’s Residence. It 
includes care and services as defined in the Home Health Care provision but must be greater than care 
or services the Informal Caregiver provides for other members residing in the Insured’s Residence. 
Informal Care must be monitored on a periodic basis by a registered nurse or a care manager approved 
by Us. 
SGD12BA 

Informal Caregiver means the primary caregiver of the Insured who: 

(1) is approved by Us as being experienced in or trained to provide Informal Care; 

(2) is physically capable of providing Informal Care to the Insured; and 

(3) is not paid as a Home Health Care Provider under the Policy. 
SGD13BA 

Insured means the eligible person whose coverage is in force under the Policy. 
SGD3AA 

Insured’s Residence means wherever the Insured lives, except a hospital or Nursing Home. 
SGD4AA 

Licensed Health Care Practitioner means any physician, registered professional nurse (RN) or licensed 
social worker, acting within the scope of his or her license. 
SGD24AA-TQ 

Lifetime Maximum Benefit means the most We will pay in benefits due to the Insured who has been 
certified to be Chronically Ill.  This maximum is stated in the Schedule.  All amounts paid to the 



Westinghouse Government Services Group  Welfare Benefits Plan 

357 

Chronically Ill Insured, under any benefit provision in or attached to the Policy, including the Alternate 
Plan of Care Benefit, count towards the maximum. 
SGD5AA-TQ 

Long Term Care means Qualified Long Term Care Services providing Nursing Home Care, Hospice 
Care, Alternate Care Facility, and/or Community Based Care. 
SGD6IA-TQ 

Maintenance Services means any care which is received due to the Insured having a Disability.  This 
may include homemaker services such as cooking, cleaning, laundering, organizing bills for payment and 
running errands. 
SGD29AA-TQ  

Master Application means the Holder's application attached to the Policy when issued. 
SGD7AA 

Nursing Home means a place which: 
(a) Is licensed by the state in which it is located; 
(b) Provides Nursing Home Care on an inpatient basis under the supervision of a physician; 
(c) Has nursing services provided by or under the supervision of a registered nurse (RN), licensed 

vocational nurse (LVN), or licensed practical nurse (LPN); 
(d) Keeps a daily medical record of each patient; and 
(e) Is either a freestanding facility or a ward, wing, unit or swing bed of a hospital or other institution. 

SGDN1AA 

Nursing Home Care consists of the categories of care listed and defined below when received in a 
Nursing Home. 

(a) Nursing Care. Nursing services which require the training and skills of an RN, LVN or LPN. 
(b) Custodial Care. Services which are above the level of room and board but do not require the 

continuous attention of trained medical or paramedical personnel. They may be provided by 
persons without professional skills or training. 

SGDN2AA 

Personal Care Services means assistance with Activities of Daily Living or similar personal assistance 
such as walking, using a wheelchair, walking with braces or walker, a cane or other walking aid device. 
SGD25AA-TQ 

Plan of Care means a program of care and treatment initiated by and approved in writing by a Licensed 
Health Care Practitioner. 
SGD26AA-TQ 

Qualified Long Term Care Services means preventive, therapeutic, mitigating and rehabilitative 
services and Maintenance or Personal Care Services, which: 

1.  are required due to a Disability, and 
2.  are provided pursuant to a Plan of Care prescribed by a Licensed Health Care Practitioner. 

SGD27AA-TQ 

Schedule means the schedule of benefits. 
SGD8AA 

Waiting Period means the number of consecutive calendar days, stated in the Schedule, which must 
pass before the Long Term Care Benefit becomes payable and before We start to waive premiums. 
SGD9BA 
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ELIGIBILITY FOR THE PAYMENT OF BENEFITS 
SGDE1AA 

Chronically Ill means an Insured who has been certified by a Licensed Health Care Practitioner as being 
unable to perform (without substantial assistance from another individual) at least 2 Activities of Daily 
Living for a period of 90 days, due to an Activities of Daily Living Impairment or requiring Substantial 
Supervision to protect the Insured from threats to health and safety due to a Severe Cognitive 
Impairment. 

The Insured will not be considered Chronically Ill unless within the preceding 12 months a Licensed 
Health Care Practitioner has certified that the Insured meets the above requirements. 
SGD23BA-TQ 

Activities of Daily Living Impairment means the Insured's inability to perform without human assistance 
or substantial supervision from another person at least two of the Activities of Daily Living listed and 
defined below. 
SGD22AA-TQ 

 Bathing.  Washing oneself by sponge bath; or in either a tub or shower, including the task of getting 
into or out of the tub or shower. 

SGDQ2CA-9 

 Continence.  The ability to maintain control of bowel and bladder function; or, when unable to 
maintain control of bowel or bladder function, the ability to perform associated personal hygiene, 
including caring for a catheter or colostomy bag. 

SGDQ2BA-6 

 Dressing.  Putting on and taking off all items of clothing and any necessary braces, fasteners, or 
artificial limbs. 

SGDQ2BA-2 

 Eating.  Feeding oneself by getting food into the body from a receptacle (such as a plate, cup or 
table) or by a feeding tube or intravenously. 

SGDQ2BA-1 

 Toileting.  Getting to and from the toilet, getting on and off the toilet, and performing associated 
personal hygiene. 

SGDQ2BA-3 

 Transferring.  Moving into or out of a bed, chair or wheelchair. 
SGDQ2BA-8 

Severe Cognitive Impairment means a loss or deterioration in the Insured’s intellectual capacity that is 
measured by clinical evidence and standardized tests that reliably measures impairment in the following 
areas: 

1. Short term or long term memory, 

2. Orientation as to people, places or time, and 

3. Deductive or abstract reasoning. 
SGDQ3EA 

Substantial Supervision means continual supervision, which may include cueing by verbal prompting, 
gestures, or other demonstrations, by another person that is necessary to protect the severely cognitively 
impaired Insured from threats to his or her safety. 
SGD32AA 
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LIMITATIONS OR CONDITIONS ON ELIGIBILITY FOR BENEFITS 

Exclusions - We will not pay benefits for the following: 
SGL2AA 

1 Loss due to or resulting from war or an act of war whether declared or undeclared. 
SGL2AA-1 

2  Long Term Care which would be provided without charge in the absence of insurance. 
SGL2AA-3 

3 Treatment for neurosis, psychoneurosis, psychopathy, psychosis or mental or emotional disease or 
disorder which is not of organic origin.  Alzheimer's Disease and similar dementias are covered, 
subject to the provisions of the Policy. 

SGL2AA-4 

4 Nursing Home Care received in a hospital or clinic or a rehabilitation hospital, except as provided in 
the definition of Nursing Home; or in a facility or section of a facility which operates primarily for the 
treatment of alcoholics or drug addicts or the mentally ill. 

SGL2DB-5 

5 Long Term Care received outside the United States and its possessions. 
SGL2AA-6 

6 Long Term Care to the extent that benefits are payable under Medicare or would be so reimbursable 
but for the application of a deductible or coinsurance amount. 

SGL2AA-7-TQ 

Waiting Period - The Insured must complete the Waiting Period before the Long Term Care Benefit 
becomes payable.  The Waiting Period starts on the date We receive written notice of claim at Our Home 
Office.  For benefits to become payable after the Waiting Period, the Insured must have been certified as 
Chronically Ill during the entire Waiting Period.  If We receive proof that the Insured was Chronically Ill 
prior to the date We receive the written notice of claim, We will begin the Waiting Period starting on the 
date the Disability began. 
SGL3EB-TQ 

Coordination of Benefits - Benefits under the Policy shall be reduced by any amounts payable in Long 
Term Care benefits under Workers' Compensation, the Occupational Disease Act or Law or Medicare.  
The days on which Long Term Care is received will count towards satisfying the Waiting Period and, if 
applicable, the Waiver of Premium Qualification Period, subject to the provisions of the Policy. 

Benefits under the Policy will coordinate with benefits payable under another group long term care plan in 
the following manner. 

1. When the Policy is a primary plan, its benefits are determined before those of the other group long 
term care plan and without considering the other plan's benefits.  When the Policy is a secondary 
plan, its benefits are determined after those of the other group long term care plan and may be 
reduced because of the other plan's benefits.  Where there are more than two plans covering the 
Insured, the Policy may be a primary plan as to one or more other plans, and may be a secondary 
plan as to a different plan or plans. 

2. Where there is a basis for a claim under the Policy and another group long term care plan, the Policy 
is the secondary plan which has its benefits determined after those of the other plan.  The Policy is 
primary when the other plan has rules coordinating its benefits with those of the Policy and both the 
Policy's rules and the other plan's rules require the Policy's benefits be determined first. 

3. Coverage under the Policy will be considered primary for active employees as described in the 
Master Application. 
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Benefits under the Policy will coordinate with benefits payable under another group health plan in the 
following manner. 

1. Where there is a basis for a claim under the Policy and a group health plan or Medicare, the Policy is 
the secondary plan which has its benefits determined after those of the other plan.  The Policy is 
primary when the other plan has rules coordinating its benefits with those of the Policy and both the 
Policy's rules and the other plan's rules require the Policy's benefits be determined first. 

When the benefits of the Policy are reduced as described above, each benefit is reduced in proportion.  
The amount paid is then charged against any applicable benefit limit of the Policy. 

Certain information is needed to apply the above Coordination of Benefits rules.  We have the right to 
decide which information We need and to collect that information from or give that information to any 
other organization or person.  We need not notify the Insured of the receipt or disbursement of 
information.  Each person claiming benefits under the Policy must provide us with any facts We need to 
pay the claim. 

A payment made under another plan may include an amount which should have been paid under the 
Policy.  If it does, We may pay that amount to the organization which made that payment.  That amount 
will then be treated as though it were a benefit paid under the Policy.  We will not have to pay that amount 
again. 

If We pay more than We should have paid under this provision, We may recover the excess from one or 
more of the following: 

1. The persons We have paid or the person for whom We have paid; 

2. Insurance companies; or 

3. Other organizations. 
SGL4AB 
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LONG TERM CARE BENEFIT 

We will pay the Long Term Care Benefit stated in the Schedule, subject to the conditions below. 

(a) The Insured must be certified as Chronically Ill by a Licensed Healthcare Practitioner. 

(b) The Long Term Care Benefit will be paid pursuant to a Plan of Care provided by a Licensed 
Healthcare Practitioner. 

(c) The Long Term Care must start while the Insured's coverage is in force. 

(d) The Lifetime Maximum Benefit must not yet have been reached. 

(e) The terms of the Limitations or Conditions on Eligibility for Benefits provision must be met. 
SGNH1AB-TQ 

INTERRUPTION IN CARE 

If the Insured has completed the Waiting Period, We will consider the Long Term Care for the same or for 
a related condition to be continuing without interruption until 6 months pass during which the Insured 
receives no Long Term Care due to such condition.  When Long Term Care due to the same or a related 
condition recurs, the Insured must complete the full Waiting Period before benefits again become payable 
and premiums are again waived for Long Term Care due to such condition. 
SGNH2BA 

WAIVER OF PREMIUM 

We will waive premiums starting with the first premium due after the Insured completes the Waiting 
Period.  If the Insured is confined in a Nursing Home or Alternate Care Facility during the Waiting Period 
and remains confined continuously until the Waiting Period has been completed, We will waive the 
premium retroactively from the date the Insured entered the Nursing Home or Alternate Care Facility but 
no earlier than the date the Waiting Period began.  We will continue to waive premiums until no benefits 
have been paid for 6 months. 

If premiums are being paid other than monthly, the Insured will be placed on the monthly premium 
payment mode when we start to waive premiums.  We will then refund any unearned monthly premiums, 
starting with the premium of the first full month for which premiums are waived. 

When waiver of premium stops, the Insured's coverage may be continued in force by payment of the first 
modal premium due after the date it stops.  The modal premium will be the same as in effect prior to the 
date waiver of premium started, subject to any change in the premium rates which may have occurred as 
provided in the Payment of Premium provision. 
SGS3BA(wes) 

ALTERNATE PLAN OF CARE BENEFIT 

If the Insured requires Long Term Care, We may pay for alternate services, devices or types of care, 
pursuant to a written Alternate Plan of Care, developed by or with a Licensed Healthcare Practitioner. 

Any alternate care, including the benefits to be paid, may be adopted, as long as it is mutually agreeable 
to the Insured, the Insured's physician and Us.  No benefits will be payable under this provision until an 
agreement is reached.  Agreement to participate in an alternate Plan of Care will waive neither the 
Insured's nor Our rights. 

The Alternate Plan of Care may specify special treatments or different sites or levels of care.  Some of the 
care the Insured may receive may be different from that otherwise covered by the Policy.  In this case, 
benefits will be paid at the levels specified and agreed to in the alternate Plan of Care. 
SGA1AB-TQ 



Westinghouse Government Services Group  Welfare Benefits Plan 

362 

INDIVIDUAL TERMINATIONS 

The Insured's coverage under the Policy terminates on the earliest of the dates below.  Unless 
termination occurs under Paragraphs (c) or (d) of this provision, the Insured's coverage may be continued 
in force as provided in the Continuation of Coverage Due to Termination provision. 

(a) Except as stated in the Continuation of Coverage Due to Death or Divorce of Spouse provision, 
the date the Insured is no longer eligible for coverage, as provided in the Master Application. 

(b) On the date the Policy terminates. 

(c) The end of the grace period of an unpaid premium, unless non-payment is due to a clerical error 
made by Us or the Holder. 

(d) The date the Lifetime Maximum Benefit is reached. 
SGS4AA 

CONTINUATION OF COVERAGE DUE TO TERMINATION 

The Insured becomes eligible for continuation of coverage on the date his or her coverage under the 
Policy terminates as provided in Paragraphs (a) and (b) of the Individual Terminations provision.  
Coverage will be continued under a new group policy (the "continuation policy") subject to the conditions 
below: 

(a) The Insured must remit the first quarterly premium to Us for the continued coverage and We must 
receive it within 60 days from the date coverage terminates under the Policy or, if a claim started 
before termination, when waiver of premium stops.  The Insured must remit the first quarterly 
premium to Us regardless of whether a bill has been sent by Us or received by the Insured.  The 
Insured not receiving a bill for continuation of coverage is not to be considered a clerical error 
made by Us or the Holder. 

 The first quarterly premium for the continued coverage is three times the Insured’s monthly 
premium and is due on the date coverage terminates under the Policy.  The first quarterly 
premium should be paid by check, made out to ‘Continental Casualty Company’ and identify the 
Insured’s Certificate Number and Social Security Number.  The remittance should be sent to 
CNA-GLTC, P.O. Box 946760, Maitland, FL  32794-6760. 

(b) Upon receipt of the Insured’s remittance of the first quarterly premium for continuation coverage, 
We will verify that the Insured is eligible for continuation and provide ongoing billings.  All future 
premiums under the continuation policy are due quarterly.  The Insured must remit them directly 
to Us.  We will consider requests for payment modes other than quarterly. 

(c) Coverage will be continued under the continuation policy with the same benefits and provisions 
as the Policy, such that the Insured is left in the same position as if coverage had not terminated. 

(d) The Insured's coverage under the continuation policy is effective as of the date coverage 
terminates under the Policy.  The Insured will not be covered or receive benefits simultaneously 
under the Policy and the continuation policy. 

(e) There is no continuation of coverage if Extension of Benefits stops due to the Lifetime Maximum 
Benefit having been reached. 

SGS5DA 
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CONTINUATION OF COVERAGE DUE TO DEATH OR DIVORCE OF SPOUSE 

If the Insured is no longer eligible for coverage due to the death of, or divorce from, the spouse, the 
Insured's coverage will continue in force under the Policy, subject to its provisions.  If the Insured's 
premiums are being deducted from a payroll account, the Insured must remit the first quarterly premium 
for the continued coverage at the end of the period for which premium has already been paid or, if later, 
on the first Premium Due Date after We stop waiving premiums.  All future premiums are due quarterly.  
The Insured must remit them directly to Us.  We will consider requests for payment modes other than 
quarterly. 
SGS6AA 

EXTENSION OF BENEFITS 

If the Insured's coverage under the Policy terminates, except as provided in (d) of the Individual 
Terminations provision, We will recognize the Insured's basis for a claim which started before the date of 
termination in the same manner as if the Insured's coverage were still in force.  Extension of benefits 
stops on the earlier of: 

(a) The end of a 6 month period during which no benefits become payable due to the same or a 
related condition; or 

(b) The date the Lifetime Maximum Benefit is reached. 
SGS7AA 

CERTIFICATES 

We will issue an individual certificate for the Insured.  The certificate describes the benefits, to whom they 
are payable, the limits and where the Policy may be inspected. 
SGS9AA 

REINSTATEMENT OF COVERAGE 

If the Insured's coverage terminates for non-payment of premium and if the Insured has a diagnosed 
organic brain disease or is Chronically Ill at the time of termination, We will reinstate coverage up to 5 
months after the coverage terminated without requiring evidence of insurability.  The reinstated coverage 
will cover losses from the date coverage terminates.  All premium must be paid in order for coverage to 
be reinstated.  Subsequent reinstatements may require evidence of insurability. 

In all other situations, if the Insured's coverage terminates for non-payment of premium, coverage may be 
reinstated at Our option.  We may require the Insured to submit an application for reinstatement.  If We 
approve the application, coverage will be reinstated as of the date of Our approval.  If We have accepted 
premium and issued a conditional premium receipt, the Insured's coverage will be reinstated no later than 
45 days after the date of that receipt, unless We notify the Insured by written notice prior to that date that 
the application for reinstatement is not approved.  If We do not require an application for reinstatement, 
coverage will be reinstated as of the date We accept the Insured's premium. 

The reinstated coverage will cover only losses for conditions that start after the date of reinstatement.  In 
all other aspects, the Insured's rights and Ours will be the same as before the coverage terminated, 
unless there are new provisions added due to the reinstatement.  The premium We accept for 
reinstatement may be used for the period for which premiums were not paid.  We can apply the premium 
back for as many as 60 days before the date of reinstatement. 
SGS8EA-TQ 
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CLAIMS 

Notice of Claim.  Notice must be given to Us within 90 days after a loss.  If notice cannot be given within 
that time, it must be given as soon as reasonably possible.  The notice will be sufficient if it identifies the 
Insured and the Policy.  It must be sent to Us at the following address: 

Continental Casualty Company 
PO Box 946760 

Maitland, FL  32794-6760 
SGC1BA 

Claim Forms:  After We receive the notice of claim, We will furnish any required forms within 15 days.  If 
We do not, We will consider the Insured to have met the requirements for written proof of loss if We are 
given written proof of the extent and nature of the loss. 
SGC2BA 

Written Proof of Loss:  Written or electronic proof of Eligible Expenses must be given to Us within 90 
days after the date of such loss.  If this is not reasonably possible, the claim is not affected if the proof is 
given to Us as soon as possible.  Unless the Insured is legally incapacitated, written proof must be given 
within 1 year of the time it is otherwise due. 
SGC3DA 

Time of Payment of Claim:  Benefits for a loss which requires periodic payment will be paid monthly 
subject to receipt of due written proof of loss.  Any balance unpaid when liability terminates will be paid 
when We receive due written proof. 
SGC4AA 

Payment of Claim: All benefits are paid to the Insured or the Insured's estate, unless the Insured has 
assigned them elsewhere. 

If benefits are payable to the estate, We may pay up to $1,000 to any relative of the Insured who We feel 
is entitled to them.  Any payment We make in good faith discharges Us to the extent of the payment. 
SGC5AA 

Misstatement of Age: If the Insured's age has been misstated, the benefit will be in an amount that the 
premiums paid would have purchased at the Insured's true age.  If coverage would not have been issued, 
We will refund the premium paid. 
SGC6AA 

Physical Examination and Assessment:  At Our expense, We may, as often as reasonably necessary 
while the claim is pending, have a physician examine the Insured or obtain an assessment of the 
Insured's impairment. 
SGC7AA-TQ 

Claim Denial: If a claim is denied, We will make available to the Insured or the Insured’s personal 
physician, all information directly related to such denial.  We will release such information within 60 days 
of Our receipt of the written request unless such disclosure is prohibited under state or federal law. 
SGC9AA 

Claim Appeal: If the Insured contests the denial, We will request from the Insured, the nature of the 
dispute in writing and (if applicable) the amount of money involved.  We will then compile all relevant data 
including evaluations by qualified individuals independent of Us, if appropriate.  The accumulated data will 
be reviewed by Us.  The decision is sent to the Insured in writing within 60 days. 
SGC10AA 



Westinghouse Government Services Group  Welfare Benefits Plan 

365 

PREMIUM 

Payment of Premium: Premium is computed as stated in the Master Application.  Premiums are payable 
in United States currency to Us on the Premium Due Dates stated in the Schedule. 

We cannot change the Insured's premiums because of age or health.  We can, however, change the 
Insured's premiums based on his or her premium class, but only if We change the premiums for all other 
Insureds in the same premium class.  A change may be made, as provided in the following paragraph, on 
any Premium Due Date after the end of the Premium Rate Guarantee Period.  The Premium Rate 
Guarantee Period starts on the Policy Effective Date.  The length of this period is stated in the Schedule 
of the Master Application. 

If We elect to change premium rates, the Insured's premiums change on his or her first Premium Due 
Date following the later of: (a) The effective date of the change stated in Our written notice to the Holder; 
or (b) the end of the Period for Notice of Premium Rate Changes stated in the Schedule of the Master 
Application.  This period starts on the date the Holder receives the written notice from Us.  If the Insured 
is paying premiums directly to Us, We will notify him or her of the change at least 31 days before the 
Premium Due Date on which his or her premiums change. 

The Premium Rate Guarantee Period does not limit Our right not to renew the Policy, as stated in the 
Effective Date and Term provision. 
SGP1AA 

Grace Period: We allow a grace period of 31 days for each premium due after the first premium.  The 
Insured's coverage stays in force during the grace period.  It terminates at the end of the grace period of 
an unpaid premium, unless non-payment is due to a clerical error made by Us or the Holder. 
SGP2AA 

Refund of Unearned Premium at Death: If the Insured dies, We will make a pro-rata refund of premium 
paid for the period beyond the date of death. 
SGP3AA 

Unintentional Lapse:  The Insured has the right to designate another individual to receive notification of 
lapse.  Upon notice of nonpayment of premium, We will inform both the Insured and, if chosen, the 
designated individual at least 30 days before the effective date of lapse.  If payment is through a payroll 
or pension deduction plan, We will inform both the Insured and, if chosen, the designated individual 60 
days after the Insured is no longer on a payroll or pension deduction plan.  The notice will be given by first 
class United States mail, postage prepaid, to the designated individual no earlier than 30 days after the 
premium due date.  Notice is considered to have been given as of 5 days after the date of mailing.  The 
Insured will be notified of the right to change the designated person at least once every 2 years. 
SGP6AB 

THE CONTRACT 

Entire Contract; Changes: The Policy, the Master Application, the individual applications of the Insureds 
and any attached papers make up the entire contract between the parties.  No change is valid unless 
approved in writing on the Policy by one of Our officers.  No agent may change the Policy or waive any of 
its provisions. 
SGX1AA 

Incontestability:  Statements the Holder or the Insured makes are, in the absence of fraud, 
representations and not warranties.  No statement voids the insurance, reduces the benefits or may be 
used in defense to a claim unless it is in writing and a copy of it has been furnished to the Holder or the 
Insured, whoever made the statement. 

After the Insured’s coverage has been in force for 2 years, only fraudulent misstatements of the Insured 
may be used to void the Insured’s coverage.  After the Insured’s coverage has been in force for at least 6 
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months but less than 2 years, only misstatements of the Insured on the application and which pertains to 
the condition for which benefits are sought may void the Insured’s coverage.  If the Insured's coverage 
has been in force for less than 6 months, any misstatements of the Insured may be used to void the 
Insured's coverage in the event that We would not have issued coverage if the correct information was 
known. 

After the Policy has been in force for 2 years, only fraudulent misstatements of the Holder may be used to 
void the Policy. 
SGX2AC-TQ 

Legal Actions: No action at law or in equity may be brought until 60 days after the date written proof of 
loss was given. No action may be brought after 3 years from the date written proof is required. 
SGX3AA 

Conformity with Statutes: If a provision conflicts with the statutes of the jurisdiction in which the Policy 
was delivered or issued, it is automatically changed to meet the minimum requirements of the statute. 
SGX4AA 

TEMPORARY BED HOLDING BENEFIT 

When the Insured is receiving benefit payments for Nursing Home Care, We will pay the Temporary Bed 
Holding Benefit, subject to the conditions below, if the Insured is temporarily absent from the Nursing 
Home due to a hospital stay or other event.  The Temporary Bed Holding Benefit will be paid only if the 
Insured continues to incur a charge for a bed in the Nursing Home and that charge would have been 
assessed even in the absence of insurance. 

(a) The benefit will equal the Long Term Care Benefit payable for Nursing Home Care.  It will be 
limited to 21 days per calendar year.  Unused days cannot be carried over into the next calendar 
year. 

(b) The temporary absence must start while the Insured is receiving benefits for Nursing Home Care. 

(c) The Lifetime Maximum Benefit must not yet have been reached. 
SGB1AA 

CAREGIVER TRAINING BENEFIT 

Caregiver Training means training received by the Informal Caregiver to care for the Insured in the 
Insured's Residence. 

Informal Care means Informal Care provided by an Informal Caregiver, making it unnecessary for the 
Insured to be in a Nursing Home, or to receive such care in the Insured's Residence from a paid provider. 

Informal Caregiver means the person who has the primary responsibility of caring for the Insured in the 
Insured's Residence.  A person who is paid for caring for the Insured cannot be an Informal Caregiver. 

BENEFIT 

We will pay the Caregiver Training Benefit stated in the Schedule, subject to the conditions below: 

(a) The conditions which must be met for the Long Term Care Benefit to become payable, stated in 
the Long Term Care Benefit provision, must also be met for benefits to become payable under 
this provision. However, there is no Waiting Period. 

(b) The Caregiver Training must be provided by a Home Health Care Provider, Nursing Home or 
hospital while the Insured is receiving Long Term Care or Informal Care.  If the Insured is in a 
Nursing Home or in a hospital, the Caregiver Training Benefit will only be payable if the training 
will make it possible for the Insured to return to the Insured's Residence where he or she can be 
cared for by the Informal Caregiver. 
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(c) If Long Term Care or Informal Care due to the same or a related condition stops, the Caregiver 
Training Benefit will again become payable subject to the preceding conditions if Long Term Care 
or Informal Care resumes due to a new or unrelated condition.  We will consider Long Term Care 
or Informal Care due to the same or a related condition to have stopped when 6 months have 
passed during which the Insured has received no Long Term Care or Informal Care due to such 
condition. 

SGT1AA 

EMERGENCY ALERT SYSTEM BENEFIT 

Emergency Alert System is a communication system located in the Insured's Residence which is used 
to summon medical attention in case of a medical emergency. 

We will pay the Emergency Alert System Benefit stated in the Schedule for the rental or lease of an 
Emergency Alert System for the Insured's Residence while the Insured is living in that residence, subject 
to the conditions below. 

(a) We will start paying the Emergency Alert System Benefit when benefits for Community Based 
Care start. The Emergency Alert System Benefit will continue to be paid until 6 months pass 
during which the Insured receives no Community Based Care, or, if earlier, until Nursing Home 
Care starts. 

(b) The Insured's condition must be such that he or she could not be left alone were it not for the 
presence of the Emergency Alert System. 

(c) We will not pay for any charges for normal telephone service while the system is installed or for a 
home security system. 

(d) The Lifetime Maximum Benefit must not yet have been reached. 
SGM1AA 

CAREGIVER BENEFIT 
SGIN1AA 

We will pay the Caregiver Benefit stated in the Schedule, subject to the conditions below: 

1. The conditions which must be met for the Long Term Care Benefit to become payable, stated in 
the Long Term Care Benefit provision, must also be met for benefits to become payable under 
this provision. 

SGIN2AA 

2. The Waiting Period stated in the Schedule must be met. The Waiting Period for Informal Care 
begins on the day We receive written notice of claim at Our Home Office. 

SGIN3AA 

3. The Insured must have been certified by a Licensed Healthcare Practitioner as being Chronically 
Ill and have been receiving care from the Informal Caregiver during the entire Waiting Period. 

4. The Insured may not receive benefits under this provision while receiving the Long Term Care 
Benefit payable for Nursing Home Care.  The Insured may receive Community Based Care in 
conjunction with Informal Care.  In this event, We will pay the Long Term Care Benefit payable for 
Community Based Care, subject to the provisions of the Policy, in addition to the Caregiver 
Benefit.  In no event will the total amount of benefits received under the Policy exceed the Long 
Term Care benefit payable for Nursing Home Care stated in the Schedule. 

SGIN4AA-TQ 
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HOSPICE CARE FACILITY BENEFIT 

We will pay the Hospice Care Facility Benefit stated in the Schedule, subject to the conditions below: 

(a) The conditions which must be met for the Long Term Care Benefit to become payable, stated in 
the Long Term Care Benefit provision, must also be met for benefits to become payable under 
this provision; 

(b) Care must be received in a facility that specializes in Hospice Care for patients who are expected 
to live less than six months.  This facility is a stand-alone facility or ward/wing of a Nursing Home 
and is licensed by the state in which it is located; 

(c) The benefit payable for Hospice Care in a Hospice Care Facility will equal the Long Term Care 
Benefit payable for Nursing Home Care.  However, benefits will not be paid for Hospice Care in a 
Hospice Care Facility, Community Based Care and Nursing Home Care simultaneously; and 

(d) The Lifetime Maximum Benefit must not yet have been met. 
SGHC1AA 

BENEFIT ACCOUNT 

If the Insured has had at least 3 years of continuous coverage under the Policy, and this benefit has been 
in effect for at least three years, then, at the end of the grace period of an unpaid premium, the Insured's 
coverage will be continued in force with the same daily benefit but a reduced Lifetime Maximum Benefit, 
with no further premiums being payable. 

The reduced Lifetime Maximum Benefit will equal the total premiums paid toward a plan which includes 
this benefit.  However, the reduced Lifetime Maximum Benefit will never be less than 30 times the 
Insured's daily benefit. 

The reduced Lifetime Maximum Benefit will not be reduced due to prior benefits paid under the Policy but, 
in no case will the total benefits paid under the Policy exceed what would have been paid had the Insured 
continued to pay premiums. 

No benefit increases will be offered after the effective date of the reduced benefit. 

If the Insured has the Automatic Benefit Increase provision, no further increases under that provision will 
occur after the effective date of the reduced benefit. 

The reduced Lifetime Maximum Benefit will take effect on the Premium Due Date of the unpaid premium 
or, if later, on the date Extension of Benefits stops. 

The reduced Lifetime Maximum Benefit will be subject to the provisions of the Policy. 
SGF1JB 

GUARANTEED BENEFIT INCREASE OPTION 

On the third anniversary of the Policy Effective Date and no less than every three years thereafter, the 
Insured may elect to increase each benefit amount then in effect by the amount stated in the Schedule. 

If the Insured elects to increase coverage, the premium for the increase in coverage will be based on the 
Insured’s attained age at the time of the increase.  The premium for the increase in coverage will be 
added to the premium being charged for the Insured’s previous amount of coverage. 

The Insured has the right to accept the benefit increase offers without showing evidence of insurability as 
long as the Insured increased his benefit amount at the most recent previous benefit increase offer.  
When an offer is declined, the Insured must submit evidence of insurability in order to exercise the next 
benefit increase offer.  Once We accept the Insured’s evidence of insurability, We will not require further 
evidence of insurability for future benefit increase offers until another offer is declined. 
SGI1GC 
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Continental Casualty Company  

_________________________________________________________________________________ 

CNA Plaza                       A Stock Company 

Chicago, Illinois 60685 

 

ADMINISTRATIVE RIDER 

 

It is understood and agreed that in the event the Group Long Term Care policy to which this rider is 
attached replaces another Long Term Care policy, the Continental Casualty Company will waive any time 
periods applicable to pre-existing conditions, waiting periods and waiver of premium qualification periods 
to the extent such time was spent under the policy being replaced. 
 
Signed for the Continental Casualty Company at its Home Office, CNA Plaza, Chicago, Illinois 60685. 
 

  

 

SRAR-11 
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Continental Casualty Company  

_________________________________________________________________________________ 

CNA Plaza                       A Stock Company 

Chicago, Illinois 60685 

ADMINISTRATIVE RIDER 

This amendment is part of the Policy.  It is understood and agreed that the Guaranteed Benefit Increase 
Option has been amended as follows: 

Employees who are actively-at-work and their spouses may refuse any number of benefit increase offers 
without forfeiting the right to accept future offers on a guarantee issue basis. 

SR-15288 (GBO) 
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Continental Casualty Company  

_________________________________________________________________________________ 

CNA Plaza                       A Stock Company 

Chicago, Illinois 60685 

ADMINISTRATIVE RIDER 

TRANSFER OF FUNDS UPON TERMINATION OF POLICY 

 

In the event an employer terminates their policy with Continental Casualty Company, we will offer all 
Insureds the option of continuing coverage with Continental Casualty Company, as required by law.  We 
will transfer policy reserves for those who elect coverage under an equivalent new long term care 
program sponsored by the employer that charges premiums based on the Insured’s age at enrollment in 
Continental Casualty Company’s program. 
 
The amount of reserves transferred shall equal (a) minus (b), summed over all Insureds who elect to 
transfer to the new carrier. 

 
(a) Equals the net level benefit reserve based on the actuarial assumptions at original issue of the 

certificate.  For incremental plan changes, such as purchase of additional coverage amounts, 
we will establish the reserve for each additional coverage amount based on the assumptions in 
effect at the time of the purchase of the additional coverage. 

 
(b) Equals the unamortized acquisition expense, based on the actuarial assumptions at original 

issue of the certificate.  For incremental plan changes, such as purchase of additional coverage 
amounts, we will calculate the unamortized acquisition expense for each additional coverage 
amount based on the assumptions in effect at the time of the purchase of the additional 
coverage 

 
If records are passed to the succeeding insurer using Continental Casualty Company’s standard formats, 
there will be no deduction from the reserve amount for expenses incurred in transferring the records.  
However if special record formats or additional information is needed, the actual cost to develop such 
special formats and information will be deducted from the amount otherwise transferred. 
 
 

SPAR-012803 
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ERISA INFORMATION 
 
NAME OF THE PLAN 
 
Westinghouse Government Services Group Welfare Benefits Plan 
 
NAME AND ADDRESS OF EMPLOYER 
 
Westinghouse Government Services Group 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 
 
EMPLOYER IDENTIFICATION NUMBER AND PLAN NUMBER 
 
82-0508469 
 
TYPE OF ADMINISTRATION 
 
The Plan is insured by Continental Casualty Company. 
 
PLAN ADMINISTRATOR NAME, BUSINESS ADDRESS AND PHONE NUMBER 
 
The Administrative Committee 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 
(412) 374-3995 
 
AGENT FOR SERVICE OF LEGAL PROCESS 
 
For disputes arising under the Plan, service of legal process may be made to the designated Agent at the 
following Address: 
 
The Administrative Committee 
4350 Northern Pike, Room 217C 
Monroeville, PA  15146-2886 
 
For disputes arising under those portions of the Plan insured by Continental Casualty Company, service 
of legal process may be made upon Continental Casualty Company at one of its local offices, or upon the 
supervisory official of the Insurance Department in the state in which you reside. 
 
CONTRIBUTIONS 
 
You must pay the insurance premiums for long term care benefits to be eligible for such benefits. 
 
PLAN YEAR 
 
The Plan's fiscal records are kept on a plan year basis beginning each January 1st and ending on the 
following December 31st. 
 

CLAIMS INFORMATION 
 

Routine Questions 
 

If there is any question about a claim payment for long term care, you should contact Continental 
Casualty Company. 
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Discretionary Authority of Plan Administrator 
and Other Plan Fiduciaries 

 
In carrying out their respective responsibilities under the Plan, the Plan administrator and other Plan 
fiduciaries shall have discretionary authority to interpret the terms of the Plan and to determine eligibility 
for an entitlement to Plan benefits in accordance with the terms of the Plan.  Any interpretation or 
determination made pursuant to such discretionary authority shall be given full force and effect, unless it 
can be shown that the interpretation or determination was arbitrary and capricious. 
 

STATEMENT OF ERISA RIGHTS 
 
As a participant in the Westinghouse Government Services Group Welfare Benefits Plan, you are entitled 
to certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA).  
ERISA provides that all Plan participants shall be entitled to: 
 
• Examine, without charge, at the Plan administrator's office and at other specified locations, such as 

worksites and union halls, all documents governing the Plan, including collective bargaining 
agreements, and a copy of the latest annual report (Form 5500 series) filed by the Plan with the U.S. 
Department of Labor and available at the Public Disclosure Room of the Pension and Welfare Benefit 
Administration. 

 
• Obtain copies of all documents governing the operation of the Plan and other Plan information upon 

written request to the Plan Administrator.  The Plan Administrator may make a reasonable charge for 
the copies. 

 
• Receive a summary of the Plan's annual financial report.  The Plan Administrator is required by law to 

furnish each participant with a copy of this summary annual report. 
 
In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are 
responsible for the operation of the employee benefit Plan.  The people who operate your Plan, called 
"fiduciaries" of the Plan, have a duty to do so prudently and in the interest of you and other Plan 
participants and beneficiaries.  No one, including your employer or any other person, may fire you or 
otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or 
exercising your rights under ERISA.  If your claim for a welfare benefit is denied or ignored, in whole or in 
part, you have a right to know why this was done, to obtain copies of the documents relating to the 
decision without charge, and to appeal any denial, all within certain time schedules.  Under ERISA, there 
are steps you can take to enforce the above rights.  For instance, if you request materials from the Plan 
and do not receive them within 30 days, you may file suit in a federal court.  In such a case, the court may 
require the Plan administrator to provide the materials and pay you up to $110 a day until you receive the 
materials, unless the materials were not sent because of reasons beyond the control of the administrator.  
If you have a claim for benefits that is denied or ignored, in whole or in part (and you have exhausted the 
Plan's internal appeal procedure), you may file suit in a state or federal court.  If it should happen that 
Plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting your rights, you 
may seek assistance from the U.S. Department of Labor or you may file suit in a federal court.  The court 
will decide who should pay court costs and legal fees.  If you are successful, the court may order the 
person you have sued to pay these costs and fees.  If you lose, the court may order you to pay these 
costs and fees, for example, if it finds your claim is frivolous.  If you have any questions about this 
statement or about your rights under ERISA, you should contact the nearest office of the Pension and 
Welfare Benefits Administration, U.S. Department of Labor, listed in your telephone directory, or the 
Division of Technical Assistance and Inquiries, Pension and Welfare Benefits Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210. 

*     *     *     * 
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FUTURE OF THE PLAN 
Westinghouse presently intends to continue long term care coverage for employees.  However, 
Westinghouse has the right to amend or terminate long term care coverage provisions of the Plan.  Any 
amendment which terminates long term care coverage under the Westinghouse Government Services 
Group Welfare Benefits Plan must be approved by the Westinghouse Board of Directors.  Long term care 
coverage under the Westinghouse Government Services Group Welfare Benefits Plan is not vested.  
Westinghouse's right to change the Plan may be exercised by the Company's Director of Human 
Resources or Chief Financial Officer by appropriate written action, and, with respect to changes that do 
not materially increase costs or materially change participants' benefits, may be exercised by the 
Company's Director, Compensation and Benefits, by appropriate written action.  Westinghouse's Board of 
Directors must approve any amendment that terminates the Plan. 
 
*
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Appendix P – HIPAA Notice of Privacy Practices 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 

CAREFULLY. 

This Notice of Privacy Practices describes how the medical, dental, vision, Employee Assistance Program 
and Health Care Spending Account components of the Westinghouse Government Services Group 
Welfare Benefits Plan (referred to in this Notice as “the Plan”) may use and disclose your protected health 
information, and describes your rights with respect to such information.  Your “protected health 
information” includes your individually identifiable information that is created or received by the Plan, that 
relates to: (i) your past, present or future physical or mental health or condition; (ii) the provision of health 
care to you; or (iii) the past, present or future payment for the provision of health care to you.   

The Plan is required by law to maintain the privacy of your protected health information and is 
required to provide you with a copy of this notice under regulations implementing the Health 
Insurance Portability and Accountability Act (“HIPAA“).  This Notice sets forth the Plan’s legal duties 
and its privacy practices with respect to your protected health information, and describes your rights to 
access and control your protected health information.  The Plan must abide by the terms of this Notice.  
This Notice has been drafted in accordance with the HIPAA Privacy Rule, which is contained in the Code 
of Federal Regulations at 45 CFR Parts 160 and 164.  Any terms that are not defined in this Notice have 
the same meaning as they have in the HIPAA Privacy Rule.  The HIPAA Privacy Rule supercedes any 
discrepancy between the information in this notice and the HIPAA Privacy Rule.   

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 

The Plan will not disclose your protected health information unless it is permitted or required to do so.  
The Plan may use and disclose protected health information for the Plan’s purpose of providing you with 
coverage under the health care components of the Plan.  The main reason that the Plan will use and 
disclose your protected health information will be to evaluate and process any request for coverage and 
claims for benefits under the Plan.  The Plan will not, however, disclose your protected health information 
to any other entity for their use in marketing products to you.  This section describes these and other uses 
of your protected health information, together with some examples.  The Plan may disclose your 
protected health information without your authorization for the purposes described in this section, except 
that: (i) your authorization to disclose your protected health information may be required as described 
under the last two items in this section; and (ii) you may request a restriction on the disclosure of your 
protected health information as described in the third-to-last item described in this section. 

Payment and Health Care Operations.  The Plan has the right to use and disclose your protected health 
information for all activities that are included within the definitions of “payment” and “health care 
operations” in the HIPAA Privacy Rule. 

Payment.  The Plan will use or disclose your protected health information to fulfill its 
responsibilities for providing coverage and processing benefit claims under the Plan.  For 
example, the Plan may disclose your protected health information when a provider requests 
information regarding your eligibility for benefits under the Plan, or it may use your information to 
determine if a treatment that you received was medically necessary. 

Health Care Operations.  The Plan will use or disclose your protected health information to 
support the Plan’s related functions.  These functions include, but are not limited to: quality 
assessment and improvement, reviewing provider performance, case management, and auditing.  
For example, the Plan may use or disclose your protected health information: (i) to provide you 
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with information about a disease management program; (ii) to respond to a customer service 
inquiry from you; (iii) in connection with fraud and abuse detection and compliance programs, or 
(iv) to survey you concerning how effectively the Plan is providing services, among other issues.   

Business Associates.  The Plan contracts with service providers – called business associates – to 
perform various functions on its behalf.  For example, the Plan may contract with a service provider to 
perform the administrative functions necessary to pay your medical claims.  To perform these functions or 
to provide the services, business associates will receive, create, maintain, use, or disclose protected 
health information, but only after the Plan and the business associate agree in writing to contract terms 
requiring the business associate to appropriately safeguard your information. 

Other Covered Entities.  The Plan may use or disclose your protected health information to assist health 
care providers in connection with their treatment or payment activities, or to assist other covered entities 
in connection with certain health care operations.  For example, the Plan may disclose your protected 
health information to a health care provider when needed by the provider to render treatment to you, and 
the Plan may disclose protected health information to another covered entity to conduct health care 
operations in the areas of quality assurance and improvement activities, or accreditation, certification, 
licensing, or credentialing.  This also means that the Plan may disclose or share your protected health 
information with other health care programs or insurance carriers (such as Medicare) in order to 
coordinate benefits, if you or your family members have other health insurance or coverage. 

Required by Law.  The Plan may use or disclose your protected health information to the extent required 
by federal, state, or local law. 

Public Health Activities.  The Plan may use or disclose your protected health information for public 
health activities that are permitted or required by law.  For example, it may use or disclose information for 
the purpose of preventing or controlling a communicable disease. 

Health Oversight Activities.  The Plan may disclose your protected health information to a health 
oversight agency for activities authorized by law.  For example, these oversight activities may include 
audits; investigations; inspections; licensure or disciplinary actions; or civil, administrative, or criminal 
proceedings or actions.  Oversight agencies seeking this information include government agencies that 
oversee the health care system, government benefit programs, other government regulatory programs, 
and government agencies that ensure compliance with civil rights laws. 

Lawsuits and Other Legal Proceedings.  The Plan may disclose your protected health information in 
the course of any judicial or administrative proceeding or in response to an order of a court or 
administrative tribunal (to the extent such disclosure is expressly authorized by such order).  If certain 
conditions are met, the Plan may also disclose your protected health information in response to a 
subpoena, a discovery request, or other lawful process. 

Abuse or Neglect.  The Plan may disclose your protected health information to a government authority 
that is authorized by law to receive reports of abuse, neglect, or domestic violence.  Additionally, as 
required by law, if the Plan believes you have been a victim of abuse, neglect, or domestic violence, it 
may disclose your protected health information to a governmental entity authorized to receive such 
information. 

Law Enforcement.  Under certain conditions, the Plan also may disclose your protected health 
information to law enforcement officials for law enforcement purposes.  These law enforcement purposes 
include, for example, (1) responding to a court order or similar process; (2) locating or identifying a 
suspect, fugitive, material witness, or missing person; or (3) providing information relating to the victim of 
a crime. 

Coroners, Medical Examiners, and Funeral Directors.  The Plan may disclose protected health 
information to a coroner or medical examiner when necessary for identifying a deceased person or 
determining a cause of death, or for such other duties as authorized by law.  The Plan also may disclose 
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protected health information to funeral directors as necessary to carry out their duties with respect to the 
decedent. 

Organ and Tissue Donation.  The Plan may disclose protected health information to organizations that 
handle organ, eye, or tissue donation and transplantation. 

Research.  The Plan may disclose your protected health information to researchers when (1) their 
research has been approved by an institutional review board that has reviewed the research proposal and 
established protocols to ensure the privacy of your protected health information, or (2) the research 
involves a limited data set which includes no unique identifiers (i.e., information such as name, address, 
social security number, etc., that can identify you). 

To Prevent a Serious Threat to Health or Safety.  Consistent with applicable laws, the Plan may 
disclose your protected health information if disclosure is necessary to prevent or lessen a serious and 
imminent threat to the health or safety of a person or the public.  It also may disclose protected health 
information if it is necessary for law enforcement authorities to identify or apprehend an individual. 

Military.  Under certain conditions, the Plan may disclose your protected health information for activities 
deemed necessary by appropriate military command authorities if you are or were in the Armed Forces.  If 
you are a member of a foreign military service, the Plan may, in certain circumstances, disclose your 
information to the foreign military authority. 

National Security and Protective Services.  The Plan may disclose your protected health information to 
authorized federal officials for conducting national security and intelligence activities, and for the 
protection of the President, other authorized persons, or heads of state. 

Inmates.  If you are an inmate of a correctional institution or under the custody of a law enforcement 
official, the Plan may disclose your protected health information to the correctional institution or to a law 
enforcement official for: (1) the institution to provide health care to you; (2) your health and safety, and the 
health and safety of others; or (3) the safety and security of the correctional institution. 

Workers’ Compensation.  The Plan may disclose your protected health information to comply with 
workers’ compensation laws and other similar programs that provide benefits for work-related injuries or 
illnesses. 

Disclosures to the Secretary of the U.S. Department of Health and Human Services.  The Plan is 
required to disclose your protected health information to the Secretary of the U.S. Department of Health 
and Human Services when the Secretary is investigating or determining the Plan’s compliance with the 
HIPAA Privacy Rule. 

Disclosures to Others Involved in Your Health Care.  The Plan may disclose your protected health 
information to a friend or family member that is involved in your health care, unless you request a 
restriction in accordance with the process described below under “Right to Request Restrictions.”  The 
Plan also may disclose your information to an entity assisting in a disaster relief effort so that your family 
can be notified about your condition, status, and location.  If you are not present or able to agree to these 
disclosures of your protected health information, then the Plan may determine whether the disclosure is in 
your best interest.  To protect those who depend on others to exercise their rights under the HIPAA 
Privacy Rules, the Plan may, in certain circumstances, deny a friend or family member that is involved in 
your health care access to your protected health information.   

Disclosures of Psychotherapy Notes.  To the extent that the Plan receives any psychotherapy notes 
about you, your written authorization must be provided before the Plan will use or disclose such 
psychotherapy notes.  Psychotherapy notes are separately-filed notes about your conversation with your 
mental health professional during a counseling session.  They do not include summary information about 
your mental health treatment.  The Plan may, however, use and disclose such psychotherapy notes when 
needed by the Plan to defend against litigation filed by you.   
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Disclosures to You.  The Plan is required to disclose to you or your personal representative most of your 
protected health information when you request access to this information.  The Plan will disclose your 
protected health information to an individual who has been designated by you as your personal 
representative and who has qualified for such designation in accordance with relevant law.  Your personal 
representative will be required to produce evidence of his or her authority to act on your behalf before that 
person will be given access to your protected health information or allowed to take any action for you.  
Proof of such authority may take any of the following forms, or such other form as the Plan determines is 
appropriate under the circumstances: (1) the person provides a power of attorney for health care 
purposes that is notarized by a notary public; or (2) the person provides a court order appointing himself 
or herself as your conservator or guardian.  A person who is the parent or legal guardian of a minor child 
or legally-incompetent child will be deemed to have authority to access the child’s protected health 
information and to take any action for such child.  The Plan may elect not to treat the person as your 
personal representative if it has a reasonable belief that you have been, or may be, subjected to domestic 
violence, abuse, or neglect by such person; treating such person as your personal representative could 
endanger you; or the Plan determines that it is not in your best interest to treat the person as your 
personal representative. 

DISCLOSURES TO THE PLAN SPONSOR 

The Plan may disclose your protected health information to the plan sponsor.  For example, the Plan may 
inform the plan sponsor that you are enrolled in the Plan because the plan sponsor performs some of the 
administrative functions necessary for the management and operation of the Plan, such as withholding 
the employee’s share of premiums from an employee’s paycheck for any employee enrolled in the Plan.  
In addition, the Plan may disclose summary health information in the form of a limited data set (that is, a 
list of information that summarizes claims history, claims expenses or types of claims without identifying 
you) to the plan sponsor for purposes of health care operations, such as for the purpose of conducting 
cost-management and planning-related analyses related to managing and operating the Plan.   

OTHER USES AND DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION 

Any other uses and disclosures of your protected health information that are not described above will be 
made only with your written authorization.  For example, if you ask your local human resources 
representative and/or advocacy service to assist you in obtaining benefits under the Plan, you must 
complete and sign an authorization and give it to your local human resources representative and/or 
advocacy service before the Plan will disclose your protected health information to the human resources 
representative and/or advocacy service; if you do not sign an authorization in this situation, the Plan will 
not be able to disclose any of your protected health information to the human resources representative 
and/or advocacy service and, therefore, the human resources representative and/or advocacy service 
may not be able to provide you with effective assistance.  If you provide the Plan with an authorization, 
you may revoke the authorization in writing, and this revocation will be effective for future uses and 
disclosures of protected health information.  However, the revocation will not be effective for information 
that the Plan has used or disclosed in reliance on the authorization. 

CONTACTING YOU 

The Plan (or its health insurance issuers or third-party administrators) may contact you about treatment 
alternatives or other health benefits or services that might be of interest to you. 
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YOUR RIGHTS 

The following is a description of each individual’s rights with respect to his or her protected health 
information.  Each and every employee, retiree, spouse, and child who is over the age of majority and 
who is covered by the Plan has an independent right to exercise the rights described in this section. 

Right to Request a Restriction.  You have the right to request a restriction on the protected health 
information the Plan uses or discloses about you for payment or health care operations.  You also have a 
right to request a limit on disclosures of your protected health information to family members or friends 
who are involved in your care or the payment for your care.  If you want to request such a restriction, your 
request must be submitted in writing using the Contact Information at the end of this Notice.  While 
the Plan will consider your request, the Plan is not required to agree to any restriction that you 
request.  In addition, the Plan will not agree to restrictions on the use or disclosure of protected health 
information if such use or disclosure is legally required, or is necessary to administer the Plan.  If the Plan 
agrees to the restriction on the use or disclosure of your protected health information, it can stop 
complying with the restriction upon providing notice to you.  Your request must describe (i) the protected 
health information you wish to limit, (ii) whether you want to limit the Plan’s use, disclosure, or both, and 
(iii) if applicable, to whom you want the limitations to apply (for example, restricting disclosures to your 
spouse).   

Right to Request Confidential Communications.  If you believe that a disclosure of all or part of your 
protected health information may endanger you, you may request that the Plan communicate with you in 
an alternative manner or at an alternative location.  For example, you may ask that all communications be 
sent to your work address.  If you request confidential communications, your request must be 
submitted in writing using the Contact Information at the end of this Notice.  Your request must specify 
the alternative means or location for communication with you.  It also must state that the disclosure of all 
or part of the protected health information in a manner inconsistent with your instructions would put you in 
danger.  The Plan will accommodate a request for confidential communications that is reasonable and 
that states that the disclosure of all or part of your protected health information could endanger you. 

Right to Request Access.  You or your personal representative has the right to inspect and copy your 
protected health information in a “Designated Record Set” if you believe that information is incorrect or 
incomplete.  A “Designated Record Set” includes enrollment, payment, billing, claims adjudication and 
case or medical management record systems maintained by or for the Plan.  Information that is used for 
quality control or peer review analyses, that is not used to make decisions about an individual, is not 
included as part of the Designated Record Set.  If you want to inspect and/or copy this information, your 
request must be submitted in writing using the Contact Information at the end of this Notice.   

Please note that, under federal law, you may not inspect or copy the following records that are created or 
received by the Plan:  psychotherapy notes; information compiled in reasonable anticipation of, or use in, 
a civil, criminal, or administrative action or proceeding; and protected health information that is subject to 
law that prohibits access to protected health information. 

Your written request to inspect and copy your protected health information should be addressed to the 
person listed in the Contact Information at the end of this Notice.  If you request copies, the Plan will 
charge you 15¢ per page to copy your protected health information, as well as postage if you request that 
copies be mailed to you or your personal representative. 

If you request access to protected health information and that access is denied, in some, but not all, 
circumstances, you may have a right to have the decision to deny access reviewed.  The review will be 
conducted by an individual chosen by a representative of the Plan who was not involved in the decision to 
deny your request to access the information.   

Right to Request an Amendment.  You have the right to request an amendment of your protected 
health information held by the Plan in a Designated Record Set.  If you request an amendment of your 
protected health information, your request must be submitted in writing using the Contact Information 
at the end of this Notice, and must set forth one or more reasons in support of the proposed amendment. 
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The Plan has 60 days after your request to amend your protected health information to act on the 
request, except that an additional 30-day period is allowed if the Plan is unable to comply with your 
request within the initial 60-day period and the Plan gives you a written statement of the reasons for the 
delay and the date by which the Plan will make a decision on your request.   

In certain cases, the Plan may deny your request for an amendment.  For example, the Plan may deny 
your request if the information you want to amend is accurate and complete or was not created by the 
Plan.  If the Plan denies your request, you have the right to file a statement of disagreement.  Your 
statement of disagreement will be linked with the disputed information and all future disclosures of the 
disputed information will include your statement. 

Right to Request an Accounting.  You have the right to request an accounting of certain disclosures the 
Plan has made of your protected health information.  The list of disclosures will not include, among other 
disclosures, disclosures made for treatment, payment, health care operations, for purposes of national 
security, to law enforcement or to corrections personnel, pursuant to your authorization or directly to you.  
If you request an accounting, your request must be submitted in writing using the Contact Information 
at the end of this Notice.  You can request an accounting of disclosures made up to six years prior to the 
date of your request, except that the Plan is not required to account for disclosures made prior to April 14, 
2003.  Your request must state the time period from which you want to receive a list of disclosures.  You 
are entitled to one accounting free of charge during a twelve-month period.  There will be a charge to 
cover the Plan’s costs for additional requests within that twelve-month period.  The Plan will notify you of 
the cost involved and you may choose to withdraw or modify your request before any costs are incurred.  
The Plan has 60 days after your request for an accounting to act on the request, except that an additional 
30-day period is allowed if the Plan is unable to comply with your request within the initial 60-day period 
and the Plan gives you a written statement of the reasons for the delay and the date by which the 
accounting will be provided.   

Right to a Paper Copy of This Notice.  If you have received this notice electronically, you have the right 
to a paper copy of this Notice.  The simplest way to obtain a paper copy of this Notice is to print a copy of 
this Notice on your local or network printer.  You may also obtain a paper copy of this notice by contacting 
Mary Iorio, Westinghouse Electric Company, 4350 Northern Pike, Monroeville, PA  15146, 412-374-3995. 

COMPLAINTS 

If you believe the Plan has violated your privacy rights, you may complain to the Plan or to the Secretary 
of the U.S. Department of Health and Human Services.  You may file a complaint with the Plan using the 
Contact Information at the end of this Notice.  The Plan will not penalize you for filing a complaint. 

CHANGES TO THIS NOTICE 

The Plan reserves the right to change the provisions of this Notice and make the new provisions effective 
for all protected health information that it maintains.  If the Plan makes a material change to this Notice, it 
will provide a revised Notice to you (i) by e-mail if you are a current employee of Westinghouse 
Government Services Group, or (ii) if you are not a current employee, at the address that the Plan has on 
record for you. 

EFFECTIVE DATE 

This Notice of Privacy Practices is effective on April 14, 2003. 
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CONTACT INFORMATION 

If you (i) have any questions or want additional information about this Notice, the policies and procedures 
described in the Notice, (ii) want to exercise any of the rights described in this Notice, or (iii) file a 
complaint, please contact: 

James A. Buddie 

Westinghouse Electric Company 

4350 Northern Pike 

Monroeville, PA  15146 

412-374-3995 
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